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Surgical Preparations 


of the EDENTULOUS 


MANDIBLE 


E. T. LEWIS, B.S., D.D.S., Pittsburgh 


DIGEST 
In the March 1952 issue of DEN. 
TAL DIGEST! the author of ti:is 
article reviewed the classifications 
of conditions in the edentulous 
mandible and emphasized the 
anterior lingual region as the 
most important area with which 
to be concerned during the con. 
struction of lower dentures. 
Dentists in general agree that 
lower denture construction often 
presents extremely difficult prob- 
lems and many resources are re- 
quired to master the technique 
of constructing a successful pros- 
thesis. In some cases, because of 
inherent features of the mandi- 
ble, it is impossible to complete 
a lower denture with maximum 
stability until the anterior lingual 
area has been corrected surgic- 
ally. This article discusses the 
techniques for preparing the an- 
terior lingual area, thereby sim- 
plifying the problems most fre- 
quently encountered. 
1Lewis, E. T.: Classifications and Corrections 


of the Mandible for Full Denture, Prosthesis, 
DENTAL DIGEST 58:106-141 (March) 1952. 


1. Draping floor type of mandible 
having no sublingual fold space (a) 
when the tongue is in a retruded posi- 
tion or in a functional position. 

2. (A) Crosscut view showing no sub- 
lingual fold space (a). (B) Crosscut 
view showing the denture in place and 
the tongue in a functional position. 
Note that there is no sublingual fold 
space (a) to seal the denture properly. 
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3. (A) Showing incision from cuspid- 
lo-cuspid area. Note the position of 
mblingual fold (a). (B) Wick is su- 
tured to the crest of the ridge. Showing 
sutures attaching the wick to the ridge 


(a). Showing sutures attaching the 
sublingual fold to the wick (b). (C) 
Crosscut view showing the wick in po- 
sition (a). 

4. (A) Crosscut view showing the re- 
moval of the wick. Note the sublingual 


fold (a) and sublingual fold space (6b). 
Compare this view with Figure 2A. 
(B) Crosscut view showing the denture 
in place in relation to the sublingual 
fold (a) and sublingual fold space (6). 


Area of Importance 

Little has been written about the cor- 
rection of the anterior lingual area 
of ihe mouth which is of the greatest 
importance in a satisfactory applica- 
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tion of the lower denture. It is be- 
cause of the anatomic and physio- 
logic difficulties presented by many 
mandibles that dentists are turning 
to the implant technique. 


Use of Implants—Some implants 
are placed in what would seem to be 
extremely uncomplicated situations, 
such as (1) the presence of ridgeless 
mandibles with floating glands, and 
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a. (A) High spiny ridge (a). (B) G. (A) Showing the ridge reduced 
Crosscut view showing a high spiny with a high frenum attachment. (B) 
ridge (a). | Crosscut view showing the ridge re- 

duced and a high frenum attachment 
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(a). (C) Crosscut view showing the 
denture in place in relation to the sub- 
lingual fold when the tongue is in a 
retruded position (a). 
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(2) ridgeless lowers with a high sub- 
lingual fold. 3 

Implants have also been used ap- 
propriately in cases having (1) a 
high genial tubercle, (2) a draping 
floor type with the submaxillary duct 
dpenings near the crest of the ridge, 
therefore having no sublingual fold 
or sublingual fold space, and (3) in 
tases where the combination of the 
latter two abnormalities exist. If 
these conditions were to be corrected, 
in the author’s opinion implants 
would be useful only in the presence 
of emotional disturbance, paralysis, 
similar situations, or the expressed 
desire of the patient. 

Conditions in the Ideal Mandible 


—The presence in a patient’s mouth 
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4. (A) Crosscut view showing the re- 
moval of the wick. Note the sublingual 
fold (a) and the sublingual fold space 
(b). (B) Crosscut view showing the 
denture in place in relation to the 
sublingual fold (a) and the sublingual 
fold space (6). 


$3. (A) Showing position of sublingual 
fold before flap is cut (a). Flap is cut 
at (b). (B) Showing where flap is 
sutured (c). Showing position of sub- 
lingual fold after flap is cut and su- 
tured (d). 


of a sublingual fold and sublingual 
fold space represents an ideal mandi- 
ble for the construction of a satisfac- 
tory lower denture. In correcting the 
first bicuspid-to-first bicuspid area an 


attempt should be made to reproduce 
this ideal condition. 


Techniques in Difficult 


Cases 


The methods described are a 
means of simplifying the necessary 
surgical preparation of the mandible 
before construction of the denture is 
begun. 

No Subingual Fold. Space When 
the Tongue is in a Functional Posi- 
tion—The position of the frenum is 
extremely influential. For this reason, 


in a mandible having a high lingual 


frenum attachment (Figs. 2A and 
6B) leaving no sublingual fold space 
when the tongue is in a functional 
position (Fig. 2B), it is difficult to 
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9. Exposed genial tubercle (a). Sub- 
lingual fold (b). Crest of ridge (c). 
Note that it is practically a ridgeless 
mandible with a high genial tubercle. 


obtain a lower denture with maxi- 
mum stability. 

Controlling Area—Because this is 
the controlling area and therefore of 


10. (A) Ridgeless mandible having 
a sublingual fold (a) but no sublingual 
fold space (6b). A slight ridge (c). (B) 
The same mandibile after reposition- 
ing the sublingual fold (a) providing 
a sublingual fold space (b). Slight 
ridge (c). 


great significance, note in particular 
whether the frenum attachment is 
high or low on the alveolar ridge. 
When the frenum attachment is 
high, in many cases it will be impos- 
sible to establish a favorable seal in 
the final impression because no sub- 
lingual fold space is present when 
the tongue is in a functional position 
(Fig. 2B). For this reason, there is 
no key to a successful lower denture 
in this situation. 

Procedure—A simplified surgical 
procedure for repositioning the sub- 
lingual fold is the following: _ 

1. Make an incision in the area of 
the cuspid-to-cuspid region, about 3 
millimeters in front of the submaxil- 


lary duct openings (Fig. 3A). Spray 
Hemolox (a hemostatic coagulznt 
which aids granulation and is gerri- 
cidal). Note that the lingual freniim 
will fall back, making a sublingual 
fold and sublingual: fold space. It is 
important to preserve this position otf 
the sublingual fold. 

2. Suture a 1-inch piece of alcohol 
lamp wick wrapped in one or two 
layers of gauze on the crest of the 
ridge (Fig. 3B). 

3. Suture the sublingual fold to 
the gauze (Fig. 3B). 

4. Instruct the patient to limit the 
use of his tongue. Check the patient’s 
mouth every day. On the fourth day 
remove the gauze. 

5. If the patient has dentures, cor- 
rect his lower denture so that it does 
not impinge upon or traumatize that 
area. Instruct him to wear his den- 
tures. 

6. If the patient is not wearing 
dentures, instruct him to keep a piece 
of cotton roll under his tongue for a 
few days. It will be evident that the 
patient now has a sublingual fold 
and a sublingual feld space (Fig. 
4A). 

High Spiny Ridge (Fig. 5A)—1. 
Reduce the ridge so that it is round 
and smooth (Fig. 6A). The height of 
the ridge is not important; in fact, 
height is a detriment in most cases, 
to the final results. 

2. Examine the lingual frenum 
carefully and locate the point where 
it is attached. It is usually attached 
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near the crest of the ridge (Fig. 6B). 
In this case a sublingual fold and 
sublingual fold space must be estab- 
lished. Perform the operation illus- 
trated in Figures 3A, 3B, and 3C. 

3. Frequently, upon examination 
after the spiny ridge had been re- 
duced, the ridge appeared to be sat- 
isfactory, but the prospect of con- 
structing dentures with maximum 
stability was doubtful and in many 
cases, impossible, because the patient 
had no sublingual fold and sublin- 
gual fold space. The condition de- 
scribed was similar to that shown in 
Figure 2A. 

Suturing—The condition illustrated 
in Figure 8 has been created many 
times because of carelessness. For ex- 
ample, many operators remove the 
lower teeth and perform a satisfac- 
tory alveolectomy but make the mis- 
take of trimming the lingual flap too 
extensively, so that when suturing it 
the labial flap is naturally pulled up. 
Consequently, the position of the sub- 
lingual fold is changed. The condi- 
tion illustrated in Figure 2A is again 
present. 

Removing a High Genial Tubercle 
and Repositioning the Sublingual 
Fold—1. Make an incision from the 
cuspid-to-cuspid area over the crest 
of the ridge, favoring the labial side. 

2. Expose the tubercle (Fig. 9) 


and reduce it enough to provide a 
sublingual fold space without inter- 
ference when surgery is completed. 
In the author’s opinion no harm 
would result from cutting all of the 
attachment. Anatomists, however, 
state that complete severance of the 
genioglossus muscle would result in 
the patient becoming tongue-tied. In 
fifty such operations performed by 
the author it has been found unneces- 
sary to destroy the attachment on 
most of them. However, on six cases 
in which the tubercles were extremely 
high, the attachments were released 
and no ill effects ensued. Many times 
it is necessary to reposition the sub- 
lingual fold after removing the genial 
tubercle. In that event, the operation 
is performed as described in Figures 
3A, 3B, and 3C after suturing the 
flap that was made to remove the 
tubercle. 


Medication 

Inject into the arm or buttock 1 
cubic centimeter of Duracillin Forti- 
fied® (procaine penicillin G, and 
penicillin G, crystalline-sodium) buf- 
fered, for aqueous injection. Repeat 
if necessary. 


Causes of Failures 
The mandibles described have 


caused many failures in denture con- 


Protein and Dental Caries 


GERALD J. COX, Ph.D., Pittsburgh 


THERE IS increasing evidence that 
the quality of the enamel of teeth is 
the determining factor in whether 
tooth decay may be initiated. Either 
high meat diets or miscellaneous diets 
with water providing the right amount 
of fluorine lead to the formation of 
decay-resisting enamel. There is the 
possibility of a subtle relationship be- 
tween these two dietary measures but 
the simpler view is that meat works in 
one way and fluorine in another. 
Enamel, the armor against decay, 
Contains less organic matter, and 
hence less protein, than any other tis- 
sue of the body. But it has not been 
shown that there are different 
amounts of the protein in teeth that 
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decay and in those that do not. There 
is a theory that teeth decay because 
of initial attack on protein consti- 
tuents. This needs much support to 
compete with the theory of cariogene- 
sis based on acid attack on the inor- 
ganic constituents of the teeth. This 
acid comes from carbohydrates via 
bacterial metabolism. 
Though enamel has a minimum of 
protein it must not be forgotten that 
protein in an animal can come only 
from protein of the diet. The amelo- 
blast, the cell that deposits enamel, is 
unique in its task and may be unique 
in its requirements for nutrients. It 
may do its best job in building decay- 
resisting enamel as indicated by the 


struction despite the skill of the op- 
erator. Unless the dentist becomes 
familiar with, and understands, the 
techniques for surgical preparation 
described herein, he will have diff- 
culty in establishing true and lasting 
peripheral boundaries. 

Failures in lower denture construc- 
tion are largely the result of the fol- 
lowing factors: 

1. Improper surgical correction of 
the mandible. 

2. Unsatisfactory preliminary im- 
pressions which influence the extent 
of the boundary. 

3. The absence of a definite plan 
of boundary outline. 


Conclusion 

If a lower denture is constructed 
with adhesion, suction, horizontal 
stability, and a full functional peri- 
phery, it will not require a great deal 
of time to instruct the patient in its 
use, and months of practice on the 
part of the patient to control the den- 
tures during function will be elimi- 
nated. 

The author has solved the prob- 
lem of constructing difficult lower 


dentures with the aid of the technique 
described. 


4117 Jenkins Arcade. 


results of animal studies, when there 
is good quality protein such as meat 
to sustain it. 

In conditions for building caries- 
resistant enamel, the quality of the 
protein, that is, its amino acid make- 
up and its digestibility, is important. 
In contrast, the inertness of protein in 
the mouth is the desired characteristic 
for the slowing down or arrest of the 
decay process. As protein is not di- 
gested in the mouth (except by bac- 
teria which reduce it to products that 
generally do not attack enamel) it is 
an arresting agent for dental caries in 
contrast to carbohydrates. 


From Food and Nutrition News 
24:4 (Oct.) 1952. 
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The HINGE-BOW 


HARRY L. PAGE, Valparaiso, Indiana 


DIGEST 

The hinge-bow is a mechanical 
device that is attached to the 
mandible to locate the condylar 
hinge-axes and to study and 
record the pattern of jaw and 
condylar motion. As the man- 
dible moves, the  hinge-bow 
moves with it. Facts concerning 
the origin of this device, its im- 
portance in articulation, and its 
ability to answer physiologic 
questions is the context of this 
article, 


New Device Originated 
In 1926 Beverly B. McCollum of Los 
Angeles designed and demonstrated 
a practical device for locating the ro- 
tational axes of the human condyles. 
Operating on the geometric principle 
that the loci of all points on a given 
radius have a common center, in some 
respects the device resembled the 
familiar face-bow. Closer examina- 
tion, however, revealed any such re- 
semblance to be entirely superficial. 
Description—The new device was 
clamped to the lower jaw and was de- 
signed to move with it rather than to 
record a stationary bite. Instead of 
the usual U-shaped single and rigid 
bar, there was a detachable crossbar 
in front with two adjustably attached 
arms extending back and up toward 
the condyles. Both arms were, like- 
wise, adjustable independently of 
each other and in all directions. 
Finely Pointed Condyle Pins—In 
place of the clumsy condyle rods 
commonly used in the face-bow, there 
were slender, finely pointed condyle 
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pins pointing toward the jaw joint. 
These could be slipped toward or 
away from the head in well-fitted 
sleeves. This was the device that is 
now known as the hinge-bow. 

Manner of Function—When this 
apparatus had been firmly clamped 
to the lower jaw, the patient rhyth- 
mically opened and closed while hold- 
ing the mandible in extreme retru- 
sion. As a rule, the patient was as- 
sisted in maintaining retrusion by 
the operator who exerted force 
against the chin. 

Action of the Condyle Pins: By 
carefully watching the condyle pins 
if and when they moved in arcs as 
the jaw opened and closed, it was 
evident that their points were not 
spotted over the rotational centers or 
condylar hinge axes. 

Position of Pins Shifted: Using the 
various adjustments, the position of 
the condyle pins was shifted until 
they ceased to arc and began to spin 
over a single spot. The points were 
then inked and slid inward through 
their sleeves until the skin was 
touched and marked on each side of 
the head. 

Hinge-axes Indicated: The _ re- 
sultant dots indicated the projections 
of the condylar rotational centers or 
hinge-axes.. Later, these spots were 
tattooed for permanence. 


Important Contribution 
Other than curiosity, scant atten- 
tion was given to McCollum’s offer- 
ing although it was and is one of the 
most important contributions made 
to dental science. After more than a 


quarter of a century apathy still pre- 
vails. Few college instructors are 
aware that there is a rotational cen- 
ter or hinge-axis in every condyle. 
Fewer still see any need to inform 
their students of this fact. This is un- 
fortunate as articulation is not mere- 
ly a branch of prosthodontia but the 
core of all dentistry. Untrained to lo- 
cate and utilize condylar rotational 
centers or hinge-axes, the dental grad- 
uate demonstrates daily how unsatis- 
factory is the articulation of natural 
or artificial teeth. 


Problem in Kinematics 

Articulation is strictly a problem 
in kinematics which is the science and 
control of bodies in motion. The in- 
stant the human jaw starts to open, 
it engages in kinematics; it continues 
to engage in kinematics until it has 
returned to complete and immobile 
occlusion. Consequently, the location 
of the patient’s kinematic control cen- 
ters, his hinge-axes, becomes para- 
mount. The following explanation re- 
futes a possible contention that all 
this can be and is being done with 
centric. 

Definition of Centric—Centric is a 
single, static position; the position of 
complete and immobile occlusion 
mentioned. Centric is even officially 
defined. as a position. Being a posi- 
tion, there is no possible way to find 
or prove its location in the head. If 
its location could be proved, there 
would be no possible way to transfer 
it to or utilize it in an articulator. 

Kinematic Measurements cannot be 
Made From a Static Position—Cen- 
tric has no ability to control, or even 
direct, the slightest movement of the 
jaw. 
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Destroyed by Movement—Let the 
jaw move ever so little and centric, 
far from showing itself to be a con- 
trol, is destroyed. This will be clear 
from the universal and correct under- 
standing that centric is lost whenever 
the technician opens or closes the 
bite, either deliberately or by mistake. 
Lateral Movements 
Unimportant in 
Articulation 

Should it be argued that the jaw 
kinematics are being captured by lat- 
eral motions, the answer is that lat- 
erals have no importance, nor do 
they play any part, in articulation. 
Laterals are completely outside func- 
tion range. No further proof is needed 
than the evidence offered by a gothic 
arch tracing. Such a tracing indicates 
the most retruded position of the 
mandible in which laterals can be 
made at the given vertical. Neverthe- 
less, the instant the patient opens his 
mouth (which he must do to engage 
in function) the mandible drops: be- 
hind that most retruded position. As 
he engages in functional closure, the 
mandible moves forward to (but not 
beyond) that position. 


Fields of Lateral Motion 
and Function Separate 

The gothic arch tracing indicates the 
rearward terminal of all lateral move- 
ments and the forward terminal of all 
functional movements at every func- 
tional vertical opening. The fields of 
lateral motion and of function are 
thus divided from each other. Conse- 
quently, Uaterals can play no part in 
functional articulation. An occasional 
patient may be able to move in lateral 
with reasonable freedom but this is a 
nonfunctional movement and, as a 
rule, indicates a malarticulation. 


Hinge-Axis a Theoretical 
Center 

Based on the premise that a hinge- 
axis does not exist or that the jaw 
dees not operate on hinge-axes, most 
of the slight interest in the hinge-bow 
and the hinge-axes is negative. It is 
important to understand that a hinge- 
axis is entirely theoretical. It is de- 
fined as “A theoretical, axal center of 


DECEMBER 1952 


1. Hinge-bow clamped to patient’s mandible. Condyle pins point along hinge- 
axes. Note asymmetry of axes. See text for explanation. 


(Courtesy Transograph Inc., Minneapolis, Minnesota) 


rotation that pierces a condyle trans- 
versely.” Nevertheless, although theo- 
retical, everything in the universe that 
moves with rotary motion must re- 
volve upon this same imaginary axis 
—from the wheel of the slow oxcart 
to the vast earth whirling in space at 
a thousand miles an hour. 

Jaw Revolves Upon Hinge-Axes— 


‘The hinge-axis is the base for all 


measurements by which revolving ma- 
chinery is designed and constructed. 
Without it not a wheel could turn ac- 
curately. The earth would lose its 
gyroscopic stability and would go 
crashing wildly into the outer spaces, 
a menace to the universe. Since the 
jaw engages in rotary motion while 
opening and closing it is manifest 
that it, too, must revolve upon hinge- 
axes. wil 
Hinge-bow an Essential Articulat- 


ing Tool—That a certain amount of 


translational motion may be com-. 


bined with the rotational opening and 
closing does not alter the situation. 


The rotary component must still re- 


volve upon hinge axes. The hinge- 
bow, in locating and marking the 
head hinge-axes, thus establishes itself 
as an essential articulating tool. 

Device Answers Other Questions— 
By watching the behavior of the con- 
dyle pins, it is possible to evaluate 
many concepts of jaw movements and 
many current theories. 

Physiologic Rest Position Dis- 
claimed—The negative value of the 
physiologic rest position may be de- 
termined easily. It is only necessary 
to watch condyle pin motion as the 
jaw relaxes from hinge position to 
rest position. Almost without excep- 
tion, the condyle pins drop consider- 
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ably below condylar hinge position. 
In many cases, the pins fall back- 
ward as well as downward. 
Physiologic Rest Position Without 
Value in Articulation—lIt is clear that 
motion of the condyles from rest po- 
sition to so-called centric is not rota- 


tional as is claimed. This motion is © 


almost pure translational motion. 
This indicates that the physiologic 
rest position is without value as a 
starting point or basis in articulation. 
Even if this were not true, the physio- 
logic rest position would still be 
valueless. Being a position, it is in 
the same category as centric. 


Temporomandibular 
Ligament 

The fact that the condyle pins drop 
downward and in many cases back- 
ward when the jaw is relaxed to the 


physiologic rest position indicates an- 


other important fact: that the tem- 
poromandibular ligament is a vital 
control and anchor in articulation. 
Description—The temporomandi- 
bular ligament is a short, steel-tough 
band that passes from its origin at 
the root of the zygomatic arch to in- 
sert along the lateral and medial sur- 
face of the neck and head of the con- 
dyle. It slants backward and down- 
ward at an agle of 45 degrees, ap- 
proximately. Any force, therefore, 
that tries to push or pull the jaw back 
will cause the temporomandibular 
ligament to swing the condyle up- 
ward and sometimes forward. 
- Guides and Anchors the Condyle— 
In all cases, as the condyle pins re- 
veal, the ligament guides the condyle 
up to and against the anterior slope 
of the mandibular fossa and anchors 
it there in its fulcral or hinge posi- 
tion while the powerful masseter and 
internal pterygoid muscles turn on 
the masticating power. With the re- 
lease of power closure, the condyles 
again drop away, as previously stated. 
Theory of Fulcral Point—The fos- 
sal bone, against which the condyle 
sets itself in power closure is known 
to be exceedingly thin and the avas- 
cular tissue, both on the meniscus and 
the fossa is, likewise, almost mem- 
braneous. The contention is, there- 
fore, that the contact between con- 
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dyle, meniscus, and fossa cannot be 
the fulcral point of the jaw because 
of the impossibility of such a fragile 
structure serving as the fulcrum for 
the heavy forces expended in mastica- 
tion. The revelations of the hinge-bow 
and the condyle pins provide the an- 
swer. 

Ligament Under Heavy Tension— 
The pivotal spot on the fossa where 
the condyle and its meniscus brace 
themselves in power and final closure 
lies on a slanting surface. As the 
condyle is guided to the pivotal spot 
by the temporomandibular ligament, 
it is clear that the ligament rapidly 
comes under heavy tension which is 
increased by the slanting surface 
bearing of the condyle on the fossal 
slope. 

Heavy Tension Continwed—The 
ligament continues to bear this heavy 
tension throughout the entire act of 
power closure. This being so, a large 
share of the fulcral load is assumed 
by the temporomandibular ligament. 
It is not necessary, therefore, that the 
load-bearing bone of the fossal slope 
be massive. 


TEMPOROMANDIBULAR LIGAMENT 


Protector of the Auditory Appa:a- 
tus—Theories on deafness from in- 
correct vertical dimension become 
doubtful when it is realized that tie 
temporomandibular ligament ensures 
that no force can drive the condyle 
backward into the depth of the fossa, 
The greater the force retruding the 
mandible, the greater the tendency of 
the condyle to move forward. 

Movement Not a Paradox: Despite 
the fact that they are parts of the 
same bone unit, movement of the con- 
dyles upward and even forward when 
the mandible moves backward need 
not be considered a paradox. 

Condyles Complete Normal Circu- 
lar Course: When the mandibular 
angle and the temporomandibular lig- 
ament are studied it will be seen that 
an upward or forward movement of 
the condyles under pressure from the 
backward movement of the mandible 
completes a normal circular course. 


Rotational Center of Jaw 
The hinge-bow settles another long- 

contested question; namely, the loca- 

tion of the rotational center of the 


2. In power closure or enforced retrusion the. temporomandibular ligament 
swings the condyle to, and anchors it against, fossal slope. Arrow indicates 


guidance path. 
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jaw as a whole. From the early state- 
ments of Gysi to the present time, 
dental physiologists have contended 
that this center lies somewhere on the 
ramus between the condyles and the 
mandibular angle. 

Fulcrum Required—This theory 
would be questionable under any cir- 
cumstances for it would leave the jaw 
without a fulcrum, something that, 
being a lever, it must have. 

Two Rotational Centers—Condyle 
pin action dissolves the contention 
and shows that there are actually two 
rotational centers, one for transla- 
tional motion and one for rotary mo- 
tion. 

Fulcrum Provided—The rotational 
center upon which the jaw operates 
during translational motion (motion 
during which the condyles slide along 
the anterior slope of the mandibular 
fossa) lies in the insertion of the 
masseter and_ internal pterygoid 
muscles where they cradle the man- 
dibular angle. This provides a ful- 
crum for the powerful temporal mus- 
cle against which its posterior fibers 
can exert leverage to draw the con- 
dyle up and back. 

Rotational Center Shifts—As the 
condyle approaches its fulcral or 
hinge position, it encounters the guid- 
ance of the temperomandibular liga- 
ment and is swung up and forward to 
rest against the anterior fossal slope. 
Instantly, the rotational center of the 


jaw shifts from the mandibular angle 
to the condyle. 

Final Closure—The condyle now 
pivots against its fulcral position on 
the fossal slope and, at the same time, 
revolves around its own hinge-axis as 
the masseter, internal pterygoid, and 
the vertical fibers of the temporal 
muscles contract in final power clo- 
sure, 


Centric Relation a 
Variable 

The hinge-bow supplies additional 
information; if the condyle pin is ad- 
justed so as to be off its rotational 
or hinge-axis spot, it will begin re- 
ciprocating along short arcs as the 
jaw opens and closes. The pin is now 
imitating the changes that take place 
in condylar centric relations as the 
jaw moves. Centric relation, there- 
fore, is a variable and cannot be con- 
sidered a “terminal hinge position,” 
as sometimes claimed, for it is, ob- 
viously, not a position. 

Without Value in Articulation— 
Because centric relation is a moving 
point on a moving body, it cannot 
be used as a kinematic control cen- 
ter. Hence, like centric, it has no value 
in articulation. 

Hinge-Axes Kinematic Controls— 
It is frequently stated that the dif- 
ference between the centric-centric 
relation concept and the hinge-axes 
concept is one of terminology only. 


Kidney Function and Chronic Fluorosis 


IN STUDIES on endemic fluorosis in 
man due to high fluorine content of 
the drinking water, attention has 
been centered on the teeth and bone 
changes, but some observers also 
found impaired kidney function. 
Bond and Murray! describe their own 
investigations on the effects of the in- 
take of small amounts of sodium fluo- 
ride on kidney structure and function 
in rats. They hoped to find some 
means of testing for the toxic effects 
of fluorine in human beings and of 
demonstrating the existence of a fluo- 
rine hazard before severe intoxica- 
Panction and” Structure in, Chronic Ftuorosis, 


r. J. Experimental Path., London,. 33:105-216 
(April) 1952. 
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tion had resulted in disability and 
skeletal lesions. The studies extended 
over a number of years and involved 
a large number of control and experi- 
mental rats. Rats given small amounts 
of NaF in the diet showed, in addition 
to the well-known skeletal and dental 
lesions, marked polydipsia and poly- 
uria. The urine of these rats was of 
low specific gravity. There was slight 
glycosuria after 18 hours of fasting 
with blood sugar level of 70 to 80 mil- 
ligrams per 100 millimeters. Adminis- 
tration of glucose intraperitoneally 
produced definite glycosuria at blood 
sugar threshold. At autopsy the kid- 
neys were. dark, shrunken and nodu- 
lated. Demonstration of alkaline phos- 


In answer it is repeated that hinge- 
axes are kinematic controls, not posi- 
tions, while centric is just one posi- 
tion among an infinite number of 
jaw positions which are controlled by 
the hinge-axes. 

Not Affected by Jaw Movements— 
When the jaw opens or closes with 
consequent change in vertical dimen- 
sion, the hinge-axes are not affected 
but centric is lost at once. The same 
applies to centric relation which is 
completely disrupted. 


Summary 

.The hinge-bow has been shown te 
be essential to articulation, providing 
the following information: 

1. Locates the kinematic control 
centers that guide jaw movements. 

2. Reveals the error in concepts of 
centric, centric relation, and the phy- 
siologic rest position. 

3. Establishes the temporomandi- 
bular ligament as an anchor holding 
the condyle in hinge position during 
mastication loads and relieving the 
fossal structure of a large portion of 
fulcral load. 

4. Makes questionable previous 
theories that deafness is due to ex- 
cessive bite opening or closing. 

5. Demonstrates that there are two 
independent rotational centers in the 
jaw; one for rotational and one for 
translational jaw movemets. 


104 Garfield Avenue. 


phatase showed that there were fibro- 
tic lesions in the cortex, where the 
enzyme was almost absent owing to 
absence of functional tubular tissue. 
Histologic examination indicated that 
there was a vascular glomerular, and 
more obviously tubular degeneration 
leading finally to interstitial fibrosis. 
The fluoride-fed rats showed dimin- 
ished growth, low body weights, and 
diminution of fat stores. Nitrogen 
metabolism was greater in the fluo- 
ride-fed rats than in the controls. 


From Medical Literature Abstracts, 
Journal of the American Medical As- 
sociation 150:620-621 (Oct. 11) 
1952. 
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GENERAL ANALGESIA in Dentistry 


BRUCE L. DOUGLAS, A.B., D.D.S., West Hempstead, L. I., N. Y. 


DIGEST 
This article presents a survey of 
the subject of analgesia in gen- 
eral with special reference to its 
use in the dental office. Prepara- 
tory measures, methods of ad- 


ministration, and the specific 


procedures to be used for the 
most successful results in apply- 
ing analgesia in the dental of- 
fice are discussed in detail. 


General Considerations 
General analgesia is a state of partial 
or total insensibility to pain with the 
maintenance of consciousness. As 
commonly used in dentistry, anal- 
gesia abolishes pain through the use 
of inhalation anesthetic agents in 
highly oxygenated mixtures. The 
agent most widely and _ successfully 
used is nitrous oxide. 

Asphyxial Possibilities Eliminated 
—Because of the high oxygen con- 
centration of the analgesic mixture, 
the asphyxial dangers of nitrous ox- 
ide-oxygen anesthesia are eliminated. 
Widespread use of the drug is there- 
fore essentially harmless in experi- 
enced hands. 

Psychologic Preparation of Patient 
—In discussing analgesia with the 
patient, the agent should never be 
referred to as “gas.” Patients may 
recall traumatic experiences with 
ether anesthesia as children and fre- 
quently may still hear of similar epi- 
sodes. As the administration of gen- 
eral anesthetics is often accompanied 
by extreme apprehension, the subject 
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should be introduced as a functionally 
important part of dental treatment 
and the patient should be impressed 
with the fact that consciousness and 
awareness are retained throughout 
the procedure. 


Nature of Anesthetic 
Process 


Research has been conducted ex-: 


tensively to acquire a deeper insight 
(1) into the physiologic changes ac- 
companying nitrous oxide anesthesia, 
and (2) into the nature of the change 
in neryous activity with the addition 
of an anesthetic agent to the blood 
stream and subsequently to the brain. 
tissues. The anesthetic substance must 
have a completely reversible effect: 
its acceptance by the body is there- 
fore extremely adaptive, but the ac- 
tual process of anesthetic action is 
still highly theoretic. 

Nitrous Oxide—The only inorganic 
anesthetic agent, nitrous oxide, re- 
places nitrogen and is highly soluble 
in the blood stream. Possessing an 
affinity for hemoglobin, it tends to 
crowd out oxygen molecules rather 
than to replace them.' A degree of 
systemic hypoxia is established and 
the brain cells, easily susceptible to 
oxygen lack because of their complex 
lipoid structure, are affected first. 
Other necessary organic functions are 
maintained, but diminished. 

Anesthetic Properties Inherent — 
The fact that nitrous oxide has anes- 
thetic properties of its own in addi- 
~ 3Seldin, Harry M.: Practical Anesthesia for 


Dental and Oral Surgery, Philadelphia, Lea and 
Febiger, 1942. 


tion to its indirect hypoxemic effects 
has been established but has not been 
adequately explained. 

Signs of Anesthesia Vary—The an- 
esthetist must be familiar with the 
signs which indicate the various depths 
of anesthesia. The percentages of the 
anesthetic agent and the oxygen must 
be altered to maintain the desired 
level of anesthesia. Analgesia, the first 
state of narcosis, precedes the anes- 
thetic state which occasionally follows 
a short period of excitement. One of 
the main advantages of analgesia is 
that consciousness is maintained, 
making patient cooperation possible. 

Loss of Consciousness May Have 
Traumatic Effect—In the presence of 
extreme physical weakness at the time 
of administration, or if the analgesic 
procedure is performed in the eve- 
ning, the effect of the agent may ac- 
tually induce normal sleep. Should 
this occur an explanation should be 
given to the patient who might think 
he was overcome by the nitrous oxide. 


To Determine Depth of 
Analgesia 

Although analgesia is only a step 
in the direction of anesthesia, there 
are characteristic signs denoting depth 
of analgesia. Because administration 
is through the nose, speech is possible. 
Talking should be minimized to avoid 
inhalation of atmospheric air. One or 
two word .responses may be made to 
indicate the degree of analgesia. Ir- 
ritating the patient with explorer 
points or other devices should be 
avoided. 

Excitement Stage—Eye signs are 


2Goodman, L., and Gillman, A.: The Pharma- 
cological Basis of Therapeutics, New York, The 
Masmillan Co., 1941. 
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1. The anesthetic machine utilized in the procedure described in this article is 
shown. The basic apparatus is a McKesson Nargraf machine and the adaptations 
have been made to order by the Foregger Company, New York. 


useless except m detecting apprehen- 


sion or passage from the analgesic 
stage. Respirations should be slow 
and rhythmic. Irregularity in respira- 
tion may be an indication of hyperir- 
ritability or of depth. A practical 
knowledge of anesthesia is of great 
value to the operator as passage into 
the excitement stage or complete nar- 
cosis can be alarming to the inexperi- 
enced operator and can occur easily 
with the beginner. 

Satisfactory State of Analgesia — 
The desired analgestic state may be 
determined in the following ways: 
(1) By instrumentation in the mouth, 
(2) by a prearranged signal from a 
previously narcotized patient, or (3) 
by dullness of response, characterized 
by sluggish reflexes and thick, gut- 
tural voice tone. 


Analgesia in Dentistry 

In apprehensive and neurotic pa- 
tients and in children analgesia is 
especially valuable. Contrary to com- 
mon belief, in the hands of an ex- 
perienced operator, analgesia is use- 
ful in cardiac patients to avoid pain 
and excitement subsequent to surgery. 
Indiscriminate use of analgesia is 
unwarranted as it is of any drug. 
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Patient Preference Important — 
Some patients may object strongly to 
the use of an anesthetic agent, others 
may insist on an injection. The use 
of analgesia against the patient’s will 
is poor psychology and will invari- 
ably lead to unsatisfactory results. 

Analgesia in Children’s Dentistry— 
The hazards of time consumption and 
tediousness involved in the dental 
treatment of children can be almost 
completely eliminated by the use of 
analgesia. The apprehension of a 
child is psychologically similar to that 
of an adult but the child’s lack of 
maturity prevents compensation for 
his fear. 7 

Preparing the Child: Before the 
child is seated in the chair and has 
an opportunity to develop an uncon- 
trollably resistant attitude, he should 
be treated with patience and shown 
the office and the dental equipment 
including the analgesia machine. If 
permitted a few experimental inhala- 
tions at this time from the rubber 
cup or the little metal tube, the child 
may be better prepared to accept its 
use. 

Analgesia Desirable: In child pa- 
tients analgesia is actually more de- 
sirable than premedication with bar- 


biturates. For this reason, children 
who may have been considered un- 
manageable and therefore in need of 
general anesthesia, with intelligent 
preparation for the procedure, may 
eventually enjoy dental treatment. 

An Adjunct to Local Anesthesia— 
Analgesia is a useful adjunct (1) to 
local anesthesia in surgery, or (2) in 
situations where analgesia alone is 
not adequate for operative dentistry, 
even for an extremely loose pyorrhetic 
extraction, for example. Routine ex- 
tractions, however, started with an 
initial dose of nitrous oxide-oxygen 
analgesia may be followed by a com- 
pletely painless injection. 

Local Anesthesia, Extremely Impor- 
tant—Because the only reliable test 
for anesthesia is the surgical proced- 
ure itself, complete local anesthesia 
is of great importance in extractions. 
In such cases, after the injection 
of local anesthetic, adequate mainte- 
nance can be realized with as little 
as 15 per cent nitrous oxide and 85 
per cent oxygen. This combination is 
particularly valuable in lengthy sur- 
gical procedures accompanied by 
trauma. 

Wide Range of Applications—An- 
algesia eliminates the discomfort that 
accompanies subgingival curettage, 
occlusal equilibration, and in in- 
numerable other dental procedures 


which may be painful or extremely 
uncomfortable. 


Equipment 

The apparatus for efficient analge- 
sia administration consists of a mod- 
ern machine capable of supplying a 
high percentage of oxygen in the 
mixture. 

Machine of Choice—The author’s 
preference is the McKesson Nargraf 
with an attached rebreathing bag 
shown in Figure 1. This machine can 
be set at approximately any desired 
percentage of oxygen and has an eas- 
ily adjustable pressure gauge. 

Specific Reading is Approximate— 
There has been much debate as to the 
accuracy of the dials on any anes- 
thesia machine. It is assumed there- 
fore that a specific reading is only 
approximate. 

Advantages of the Rebreathing Bag 
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2. Various face and nosepieces (McKesson) which can be utilized for dental 


office general analgesia. 


—The rebreathing bag is useful in 
the following ways: (1) it helps to 
eliminate some of the dead space in 
the system, (2) affords a means for 
observing respirations, (3) maintains 
the gases closer to body temperature, 
and (4) it aids, although slightly, in 


conserving gases. 


Method of Administration 

The degree of narcosis may be con- 
trolled by the patient, the operator, 
or an assistant. In the patient-control 
technique it is difficult to pass beyond 
the analgesia stage because loss of 
muscular control results in an inabil- 
ity to self-administer further amounts 
of nitrous oxide. 

Administration by Technician Pre- 
ferred—It has been the author’s ob- 
servation that the patient is more at 
ease and confident if the analgesia is 
administered by the dentist or a cap- 
able assistant. 

Patient Reassurance a Necessity— 
Patients exhibiting psychologic uncer- 
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tainties about a loss of control or 
consciousness, or patients who show 
signs of apprehension during the ini- 
tial induction should be constantly 
reassured that there is nothing to 
fear. They should be told that if they 
wish they are free to inhale air 
through their mouths if they feel un- 
comfortably deep in analgesia. These 
directions should be reserved for only 
a few patients, however. In general, 
patients should be instructed to con- 
centrate on breathing through their 
noses. This will become automatic if 
there is no nasal or upper respiratory 
obstruction. 

Comment — The dentist utilizing 
analgesia in practice should experi- 
ence the effects of analgesia himself 
before explaining the technique to a 
patient. Personal experience with an- 
algesic procedure will convince the 
dentist of its efficacy and enable him 
to discuss the subject with a broader 
understanding. 

Sensations in Induction — As the 


patient inhales nitrous oxide there ‘s 
(1) an initial tingling sensation, fo:- 
lowed by a feeling of warmth first in 
the extremities and then through the 
rest of the body, (2) a feeling of 
well-being and cerebral stimulation 
resulting in rapid, often profound 
thoughts, (3) droning, pounding, or 
buzzing noises, and (4) retention of 
touch and pressure sense with an 
abolition of terminal nerve pain. 


Procedure 

1. If the McKesson nosepiece is 
used, the patient is instructed to hold 
it tightly against his facé. This is to 
avoid inflicting unnecessary discom- 
fort to the patient. 

2. With the dial on 100 per cent 
oxygen, the dial is slowly moved, per- 
mitting more and more nitrous oxide 
to enter the mixture. 

3. The exhaling valve is opened 
completely and a minimum of pres- 
sure utilized (2 to 3 millimeters of 
mercury). 

4. As relaxation, determined by 
slow rhythmic breathing, is observed, 
the patient’s hand is gently moved 
from the mask which is tightened into 
place. The mask will be well-tolerated 
and automatic nasal breathing will be 
maintained if there is no respiratory 
block or the patient is not a confirmed 
mouth breather. 

5. Reactions to nitrous oxide vary 
widely so that no rule can be set for 
administering gas and oxygen at spe- 


cific percentages. Amounts must be | 


estimated for each patient. 

Premedication Rarely Indicated — 
The procedure described has few con- 
traindications and premedication in 
ambulatory dental patients is rarely 
necessary. Analgesia may be main- 
tained for an indefinite period of 
time. Occasional postanalgesia nausea 
may be counteracted (1) by curtail- 
ing the intake of food for three hours 
preoperatively, or (2) by premedica- 
tion with dramamine hydrochloride. 
A steady level should be maintained 
for the convenience of the operator 
and comfort of the patient. 

Aids in Successful Technique—(1) 
In operative dentistry a saliva ejector 
should be held in the mouth through- 
out the procedure. (2) Spraying water 
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4, Nasette in place for analgesia administration. 


on the field should be done with cau- 
tion to avoid irritation of the p‘a- 
rynx. The use of the rubber dam may 
be cumbersome. (3) A mouth prop 
made of rubber and placed on the 
opposite side will frequently help 
avoid postoperative temporomandibu- 
lar fatigue. (4) An efficient suction 
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apparatus is a necessity in surgical 
procedures and is also often helpful 
in operative dentistry. 


Discussion 

One of the disadvantages of the 
technique described is the use of the 
nosepiece and heavy rubber tubing 


tightly hugging the skull and aural 
region which interferes with opera- 
tive procedure in the maxillary mu- 
colabial area, particularly in the com- 
pletion of apicoectomies or cyst enu- 
cleation. A head strap equipped with 
nasal tubes designed for nasal intuba- 
tion has proved to be too heavy and 
uncomfortable. 

Appliance Devised—The Nasette® 
shown in Figures 3 and 4 is suggested 
as a possible substitute for the cum- 
bersome equipment now in use. Much 
simpler in design, lighter, and less 
annoying to the patient, this appli- 
ance may eventually be perfected to 
replace the nosepiece. 

Improvements Developed — After 
clinical trial in which only nitrous 
oxide was flowed through the tube, 
it was found that the appliance does 
not allow enough nitrous oxide to 
reach the patient; the thin tubing and 
small lumen offer too much resistance 
to the pressure of the gases and there 


‘is too much space for inhalation of 


atmospheric gases through the nose. 
A new and more efficient device is in 
the process of development. 


Conclusion 

Nitrous oxide analgesia is a prac- 
ticable and methodic means of mak- 
ing dental visits pleasant experiences 
for the patient. Ease of manipulation, 
simplicity of administration, and the 
feasibility of patient cooperation rec- 
ommend it for wider use in operative 
dentistry and oral surgery. 

720 Cornwall Avenue. 


Author’s Note: The Nasette illu- 
strated was manufactured by the 
Southern Oxygen Company, Wash- 
ington, D.C. 

The opinions or assertions included 
in this article represent those of the 
author and do not constitute an en- 
dorsement by the Navy Department 
or the naval service at large. 


3. Demonstratin h f th e jor genera — 
ing the use of the Nasette for g 
n- l analgesia in dentist 
ry. ; 
- 
— 
) 2 
m 
y 
a 
Irs 
Ca- 
de. 
ed 
tor | 
‘ 
5 


DENTAL 


FOCAL 


INFECTION 


Part Three 


LOUIS I. GROSSMAN, D.D.S. 
Philadelphia 


DIGEST 
This is the last in a series of three 
articles reporting the results of 
an extensive investigation of the 


_ relation of dental foci of infec- 


tion and various diseases. This 
section again points out the ten- 
uous relationship regarding sys- 
temic conditions obtaining in 
the presence of pulpless teeth, 
or “infected” tonsils. 


Periapical Foci of Infection 
and Chorea, Rheumatism, 
and Heart Disease 

More than 800 men and women of col- 
lege age (Fig. 16) were examined by 
Arnett and Ennis,'‘ both medically 
and dentally. It was found that no 
relationship existed between the pres- 
ence of periapical foci of infection 
and chorea, rheumatism, and heart 
disease. 


17Arnett, J. H., and Ennis, L. M.: Am. J. M. 
Sc. 185:777 (June) 1933. 


942 


of 883 


20% had CHRONIC RAREFYING OSTEITIS 


Students examined 


not associated with  CHOREA 
| sit RHEUMATISM 
HEART DISEASE 


(Arnett & Ennis) 


16 


remained or became 
clinically and roentgenologically 


negative 
after a Ib year check-up. 


(University of | Ilinois) 
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Sixteen-year Observation 
of Treated Pulpless Teeth 

Useful evidence is furnished by the 
fact that when treated pulpless teeth 
are observed for a reasonable length 
of time (Fig. 17), it is shown that 
they are likely to remain roentgen- 
ologically negative. A long term check- 
up made by the University of Illinois 
College of Dentistry revealed that 76 
per cent of patients who had had 
acute abscesses, chronic abscesses, or 
sranulomas remained or became clin- 
ically and roentgenologically nega- 
live. 


Histologie Examination of 
Pulpless Teeth 

Histologic evidence has generally 
been in favor of the retention of pulp- 
less teeth. Skillen'® examined by his- 
tologic means 250 pulpless roentgen- 
dlogically negative teeth (Fig. 18). 
These were root canal-treated teeth, 
only 117 of which were properly 
filled. Despite poor canal fillings only 
6 teeth showed any evidence of in- 
fection. 


Changes Following Root 
Canal Therapy 

Hatton’® found upon histologic ex- 
amination that the changes following 
root canal treatment are similar to 
the changes following bone fracture 
(Fig. 19). Resorption and removal of 
the damaged tissue, either in the pulp 
canal or in the periapical bone, is 
followed by replacement of lost tis- 
sue by osteoid cementum and/or of 
bone. 


Conelusions Concerning 
Pulpless Teeth 

As shown in Figure 20, the evi- 
dence cited leads to the following 
conclusions: 

(1) Repair often follows root 
canal treatment. 

(2) Pulpless teeth may be safely 
tetained without endangering the 
health of the patient. 


sillen, W. G.: J.A.D.A, 13:291 (Aug.) 
0. 


1932, E. H.: J.A.D.A. 18:1502 (Aug.) 


DECK MBER 1952 


Of 


PULPLESS ROENTGEN-RAY 
NEGATIVE TEETH EXAMINED 
HISTOLOGICALLY 


only | 6 | showed evidence of infection. 
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(Skillen) 


ROOT CANAL THERAPY 


- A DESTRUCTIVE CHANGE; Removal, resorption and 
dissolution of the damaged tissue in the pulp 
chamber or in the apical space. 


- A CONSTRUCTIVE CHANGE; Replacement of lost hard 
tissues by osteoid cementum and of bone. 


. A RESTING STAGE: When the calcifying process 
ends, the resting stage is reached. 


(Hatton) 
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oci of Infection 
and Tonsils 

That foci of infection play little or 
no role in the etiology of focal infec- 
tion is substantiated by the investiga- 
tions of Bakwin.”° One thousand pub- 
lic school children of about eleven 
years of age were examined in an 
effort to determine (1) whether the 
tonsils were infected, and (2) if in- 
fected, whether tonsillectomy was 
recommended (Fig. 21). 

School Children Studied—Of the 
1,000 children studied, it was recom- 
mended that tonsillectomy be _ per- 
formed in 610 or 61 per cent. The re- 
maining 390 children for whom ton- 
sillectomy was not recommended, 
were then re-examined by a second 
group of physicians who recommend- 
ed that 175 (45 per cent) of these 
be tonsillectomized. 

Study Continued—The remaining 
215 were then re-examined by still 
another group of physicians and 98 
(46 per cent) of these children were 
told to have their tonsils removed. 
This left 117 who were again re- 
examined by an entirely different 
group of physicians who recommend- 
ed 53 (46 per cent) of these children 
for tonsillectomies. 

No further consultations were made 
of the remaining 64 children but it 
is conjectured that again about one- 
half of these would have been told 
that tonsillectomy is indicated; and 
so on, ad infinitum. 


Conclusion from Present 
Survey 

The conclusion is, from a complete 
survey of the obtainable evidence pre- 
sented herein, that pulpless teeth are 
rarely involved in systemic disease 
(Fig. 22). A few years ago, Ryan?’ 
quoted Dunbar as stating that “The 
illnesses which now stand at the top 
of our list of major causes of, mortal- 
ity as well as morbidity are the ill- 
nesses in which we know emotion is 
particularly likely to be an etiological 
or an important complicating factor 
. . . These illnesses make up the bulk 
of general practice as well as of gen- 


*Bakwin, H.: New England J. Med. 232:691 
(June) 1945. 

“Ryan, E. J.: The Principles of Psychosomatic 
Medicine in Dental Practice, Harvard Dent. 
Alumni Bull. (Nov.) 1945. 
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x Periapical bone restoration 


a can and often does 
follow satisfactory root 


canal treatment. 
| 


Commonly without 
a histologic evidence of 


infection . 


May he safely 

retained in the mouth. 
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eral hospital admissions.” Ryan then 
continued to say that “Immediately 
comes to mind a list of common con- 
ditions of proved psychogenic origin: 
peptic ulcer, hypertension, coronary 
disease, bronchial asthma, mucous 
colitis, and certain arthritic disturb- 
ances.” 

University of Pennsylvania 

School of Dentistry. 


Crystalline Vitamin 
BY, in Neurologic 


Disturbances 


WILLIAM S. FIELDS, M.D., and 
HEBBEL E. HOFF, M.D., Houston, 
Texas 


Trigeminal Neuralgia 

In the past, occasional patients 
have responded satisfactorily to med- 
ical therapy of various kinds (e.g., 
ferrous carbonate, thiamine, niacin), 
but the majority have ultimately re- 
quired surgical intervention in the 
form of alcohol nerve block or nerve 
section. Even these latter procedures, 
most particularly alcohol block, have 
given only temporary relief until the 
continuity of the nerve has been re- 
stored by regeneration. Root section 
or medullary tractotomy will produce 
permanent relief, but the surgery is 
formidable and destructive, leaving 
permanent and sometimes disturbing 
anesthesia. 

With large doses of crystalline vita- 
mine By, intramuscularly, approxi- 
mately 85 per cent of 200 patients 
with trigeminal neuralgia obtained 
substantial relief from acute paroxys- 
mal pain. The majority of these, how- 
ever, reported an uncomfortable burn- 
ing residual in the distribution of the 
affected nerve which was_ usually 
alleviated by continuance of treatment 
for 10 to 14 days. Patients who have 


“been treated previously by alcohol 


injection of the affected nerve may 
take longer to obtain a satisfactory 
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response, but this is not invariable. 


Atypical Face Pain 

In the category of atypical face 
pain are included many variable and 
bizarre forms of pain in the face 
which cannot be accepted as charac- 
teristic of typical trigeminal neural- 
gia. In most of these cases there 


appears to be a large psychogenic 


element, responsible for either the 
precipitation of the syndrome or its 
perpetuation. In these cases, vitamin 
Bio therapy has had limited success. 

From Merck Report 61:5 (Oct.) 
1952. 


We Can't Pay You. 
But 

NO DENTAL AUTHOR can ever be paid 
for a valuable technical or scientific 


article. The value of such material is 
above a monetary basis. In the prep- 
aration of a technical article, how- 
ever, an author often spends money 
for drawings, photographs, models, 
or graphs. We should like to help 
defray some of these expenses, 
Until further notice, DentaL Dt- 
GEST will allow $25.00 toward the 
cost of the illustrations provided by 
the author of every article accepted. 
If you have a constructive idea, an 
innovation, a new result of tried and 
proved experiment, put it down in 
writing, illustrate it, and send the 
material to: Dentat Dtcest, 708 
Church Street, Evanston, Illinois. 
We can make suitable black-and- 
white cuts from Kodachrome trans- 


parencies. 
We hope that you will accept this 
invitation! 
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RAMPANT CARIES 


Hts Clinical Management 


MAURY MASSLER, D.D.S., M.S., and 


JACK D. ZWEMER, D.D.S., Chicago 


Control is Possible 

Twenty years ago the treatment of 
rampant caries was hopeless. Restora- 
tions could not keep up with the rapid 
progress of the disease. Today it is 
possible to slow down or even to halt 
the rapid progress of destruction so 
that restorations can keep up with 
the rapid progress of the disease. 


Epidemiology of Rampant 
Caries 

Definition—Rampant caries is a 
suddenly appearing, widespread, rap- 
idly burrowing type of caries result- 
ing in early involvement of the pulp 
and affecting those teeth or dental 
surfaces usually regarded as immune 
to ordinary decay. 

Rampant caries often occurs in rel- 

atively clean mouths and can there- 
fore be distinguished from the more 
commonly encountered neglected ca- 
ries by the amount of materia alba 
and debris present in the latter. The 
most distinguishing character of ram- 
_ pant caries is the fact that tooth sur- 
faces ordinarily immune to decay 
(proximal surfaces of the lower an- 
terior teeth; cervical areas of the an- 
terior teeth) are affected. 
_ Teeth Affected—1. In the primary 
dentition the usual sequence of the 
caries attack is the following: (1) 
lower molars, (2) upper molars, (3) 
upper anteriors, and (4) (seldom) 
the lower anteriors. 

2. In simple, ordinary caries the 
molars are attacked occlusally and 
proximally. 

3. In children who are highly sus- 
ceptible to decay and in whom the 
caries is permitted to become exten- 
sive, the upper anterior teeth may be- 
come involved proximally. 

4. The lower anterior teeth are rel- 
atively immune to caries and are 
seldom affected. When the lower an- 
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terior teeth are involved the disease is 
said to be rampant. 

5. In the permanent dentition the 
pattern of caries attack is similar. 

Order of Attack—The order of at- 
tack is usually (1) lower molars, (2) 
upper molars, (3) bicuspids, and (4) 
upper anteriors. The lower anterior 
teeth are usually caries immune. Ca- 
ries is said to be rampant in the per- 
manent dentition when the lower an- 
terior teeth become involved. 

Surfaces A ffected—The progress of 
caries on the individual tooth also 
follows a definite pattern. The usual 
sequence of attack is the following: 
(1) pits and fissures (occlusal, buccal, 
palatal), (2) proximal (contact) 
areas, and (3) cervical areas. Under 
ordinary circumstances the ratio of 
pit and fissure caries to proximal and 
cervical caries is 8:4:1. 

The cervical areas of the teeth may 
be attacked with greater violence 
than are the occlusal surfaces. The ra- 
tio of proximal to fissure decay may 
also become reversed in rampant ca- 
ries. 

Tissues Affected—Caries of the 
enamel and caries of the dentin are 
not necessarily the same. As the caries 
progresses through the enamel and 
dentin, differences in structure be- 
tween these tissues change somewhat 
the character of the caries progress. 

Rampant Enamel Caries: Caries 
which attacks the enamel with rela- 
tively little destruction of the dentin 
is characterized by extensive decalci- 
fication of the enamel, principally on 
the gingival third of the tooth spread- 
ing toward the crown of enamel. 

Rampant Dentin Caries: Caries of 
the dentin is characterized in the early 
stages by only a relatively small open- 
ing in the enamel but with rapid and 
extensive spread into the dentin. 

Acute Phase: The dentin is usually 


soft, brown, and necrotic. Penetra- 
tion is extremely rapid. In the more 
slowly progressing ordinary dentin 
caries the decayed dentin is dark 
brown and leathery or crumbly. In 
rampant caries the underlying sound 
dentin is sensitive when the decay is 
removed, probably because the caries 
has progressed so rapidly that there 
has been little opportunity for normal 
protective mechanisms, such as sec- 
ondary dentin formation or sclerotic 
dentin, to perform their role in pulp 
protection. 

Incidence and Prevalence—Caries 
does not progress at a uniform rate 
throughout life. Periods of acute sus- 
ceptibility to the disease alternate 
with periods of relative immunity. 
Acute exacerbations in caries activ- 
ity are commonly seen in almost all 
persons at 4 to 8 years of age and at 
11 to 18 years of age. The individual 
susceptibility of the person deter- 
mines the degree and the extent of the 
damage but all are liable to attacks 
during these periods of exacerbation. 

Prevalence—lIt has been shown that 
rampant caries was present in 5.0 per 
cent of 2,842 children, ages 14 to 17 
years. Girls were more often affected 
by rampant caries than boys. Ramp- 
ant caries had: a strong predilection 
for the ectomorphic (slender) type of 
person. Of the 143 cases of rampant 
caries, 105 were thin, slender (ecto- 
morphs) children; 34 were muscular 
(mesomorphs); and only 4 were 
stocky or fat children (endomorphs). 


Treatment of 
Rampant Caries 

Plan of Treatment—Unless a def- 
inite plan of treatment is carefully 
outlined in advance, the treatment of 
the rampant caries case becomes 
tedious and unproductive. If the pa- 
tient knows in advance the extent of 
the treatment and the dentist can 
show progress as the treatment un- 
folds, the patient is jess likely to be- 
come discouraged and lose interest. 

Length of Treatment—tThe treat- 
ment period for rampant caries should 
not exceed ten weeks. This period is 
divided into two phases: (1) The con- 
trol phase (lasting six weeks) is de- 
voted to arresting the progress of the 
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carious lesions already present and 
to eradicating the cause of the con- 
dition. (2) The second phase (lasting 
four weeks) involves the restoration 
of the decayed areas and prevention 
of the initiation of new lesions on the 
enamel surface. 


Period of Control 

A period of active caries control is 
instituted at the outset. This will re- 
quire one half-hour visit each week 
during the first six weeks. Three 
methods of caries control can be used 
in the treatment of rampant caries: 
(1) sugar control, (2) oral hygiene, 
and (3) removal of active decay. 

Sugar Control—During the past 
decade it has been shown, time and 
again, that in caries active persons 
the reduction of excessive sugar in- 
take has resulted in a demonstrable 
slowing down or even arrest in the 
caries progress. In the last war caries 
attack rates showed a marked reduc- 
tion which directly paralleled the 
availability of refined sugars to the 
war-torn areas of Europe. 

Recent reports indicate that with 
the advent of increased amounts of 
sugars to these countries, the caries 
attack rate is steadily increasing in 
proportion to the sugar consumption. 

Sugar Consumption in the United 
States—The average American enjoys 
what is popularly known as a “sweet 
tooth” but which is in reality a per- 
verted sugar appetite. It has been 
computed that the average person liv- 
ing in the United States needs to con- 
sume approximately 40 pounds of 

sugar per year (10 teaspoonsful per 
day) in order to satisfy his caloric re- 
quirements. Starches and fats should 
contribute a significant proportion to 
the caloric intake of each person. 

Excess Consumption: Recent re- 
ports from the Department of Agri- 
culture indicate that the average per- 
son in the United States consumed 
93 pounds of sugar in 1948. This 
constitutes an excess of approximately 
33 pounds of sugar per person over 
his nutritional and caloric require- 
ments. The average child thus con- 
sumes his own weight in sugar every 
vear. 

It is primarily this excessive sugar 
intake which causes the damage seen 
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in caries-rampant mouths. The 53 
pounds of excess sugar cannot be 
consumed at mealtimes but is ingested 
in the form of candies, cakes, and 
soft drinks between meals. 

Effects of Excessive Sugar Intake: 
Between-meal sugars are an import- 
ant contributory factor, especially 
in children, toward the loss of appe- 
tite with the result that other neces- 
sary foods, such as meats and vege- 
tables, are not eaten at mealtimes. The 
common complaint by parents that 
their children have no appetite at 
mealtimes may often be traced direct- 
ly to the enormous consumption of 
refined sugars (candies and cookies) 
before mealtime. 

Malnutrition: Excessive sugar con- 
sumption predisposes to malnutrition 
because it literally pushes out from 
the diet the necesssary proteins, min- 
erals, and fats. When between-meal 
sweets are removed frm their diets, 
the children’s appetites increase great- 
ly and their nutrition is markedly 
improved. 

Sugar Ingestion Habits and Caries 
Attack Rates—lIt is not so much the 
total quantity of sugars consumed 
during one day that is important but 
the number of times sugar is ingested. 
Twenty teaspoonsful of sugar con- 
sumed at one sitting, for example, 
during the course of a meal, are much 
less injurious to the teeth than 5 tea- 
spoonfuls consumed four times a day 
in the form of between meal sweets. 
The latter produces four carious at- 
tacks; the former, only one. 


Educational Program 

The success of the sugar control 
program depends on the active coop- 
eration of the patient. The relation- 
ship of fermentable carbohydrates to 
caries activity should be explained to 
him in simple terms. Use a simple 
descriptive phrase such as “The sug- 
ars change to acids which decay the 
teeth.” 

Use of Diet Sheet—In dealing with 
children both the parent and child 
must understand the diet. Let them 
learn by filling out a complete diet 
sheet for one week. Encourage them 
to help in revising the diet. Demand- 
ing that the patient immediately stop 
eating all sugars will not produce as 


good cooperation as gradual elimina- 
tion of between-meal sugars, item by 
item, and substitution of a non-cario- 
genic snack such as potato chips or 
popcorn. 

Indoctrination of the Patient—1. 
Fifteen-minute wire recordings ex- 
plaining the role of sugar in caries 
are excellent for patient education 
and save a great deal of time. 

2. Printed or mimeographed ma- 
terial is also effective but the materi- 
al must be discussed with the patient 
first or he will not read it. 

3. If, after the patient thoroughly 
understands what he should do, he 
still does not cooperate, dismiss him. 

Treatment of Uncooperative Pa- 
tients Futile—Inevitably, the patient 
will blame the dentist (and not him- 
self) when recurrent carious lesions 
appear. Non-cooperative patients are 
vociferous in their complaints about 
the holes in their teeth and about 
their dentist. Such patients may in- 
jure a hard-won reputation. Non- 
cooperative patients quite often 
change their attitude when confronted 
with dismissal and frequently become 
extremely cooperative if given a sec- 
ond chance. 

Judging Caries Activity—There 
are two reliable methods of testing 
the efficacy of the caries control pro- 
gram: (1) The use of caries activity 
tests such as the Lactobacillus aci- 
dophilus count or the Snyder test. 
(2) Change in the physical character 
of the carious dentin. | 

Do not ask the patient or the parent 
whether or not the patient has been 
following instructions. The parent 
probably does not know and the pa- 
tient will be reluctant to admit back- 
sliding. It is much safer to “ask the 
tissue” involved. 

Caries Activity Tests—Whatever 
caries activity test is used, saliva 
samples should be obtained on aris- 
ing in the morning before brushing 


~ the teeth. At least two tests should 


be run before caries control measures 
are actually instituted so that a base 
line of caries activity may be estab- 
lished. 

Examination of the Carious Dentin 
—As caries activity is reduced, the 
physical character of the dentin 
changes. If caries control measures 
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are effective these changes will be seen 
within ten days to two weeks. 


Oral Hygiene 

Artificial Cleansing—It has been 
demonstrated that brushing the teeth 
immediately after each meal reduced 
the caries attack rate by 50 to 60 per 
cent. Toothbrushing should therefore 
be encouraged after each meal where 
possible and immediately following 
the ingestion of any fermentable car- 
bohydrate. When brush and denti- 
frice are not available, a plain mouth- 
rinse with water will serve as an effec- 
tive substitute. 

Natural Prophylaxis—While it is 
not always possible to brush the teeth 
immediately after eating, it is both 
practical as well as desirable to in- 
voke the aid of the natural cleansing 
action of fibrous foods at the end of 
each meal. The patient should be 
taught to eat celery, apples, a whole 
orange, or other fibrous food at the 
end of each meal. 

Removal of Active Caries—Elimin- 
ation of all active decay in the tooth 
makes that tooth surface caries in- 
active. 

Plan of Removal—All carious 
enamel and dentin must be removed. 
The procedure must be systematic. 
Complete one quadrant of the mouth 
each week during the six-week con- 
trol period while educating the pa- 
tient in sugar control and oral hy- 
giene. No patient should be permitted 
to leave the chair with carious tissue 
still remaining in any tooth in ‘the 
quadrant treated at that sitting. Never 
begin the placement of permanent 
restorations before all the decay in all 
the teeth has been removed. 

Action of Eugenol—After removal 
of the carious tissue, temporary seda- 
tive fillings should be inserted. The 
temporary filling material of choice 
is a thick paste of zinc oxide and 
eugenol with the addition of a few 
cotton fibers to give it added strength, 


and a small amount of clear rosin and 


benzoic acid to hasten the setting time. 
This material is useful for four rea- 
sons: 

1. Antiseptic: Prolonged contact 


348 


with the eugenol in a well-sealed cav- 
ity effectively sterilizes the attacked 
dentin. 

2. Local Anesthetic: Eugenol con- 
trols the pain that may result from re- 
moval of the carious dentin which 
served as insulation over the sensitive 
dentin and pulp against air and saliva. 

3. Pulp Sedative: Eugenol relieves 
the inflammatory condition of the 
pulp. It will not irritate the pulp and 
may in fact permit normal secondary 
dentin formation. Dentin and pulp 
treated with eugenol over a period of 
two to three weeks are comfortable 
and less sensitive to action of the bur. 

4. Hermetic Seal: Zinc oxide-euge- 
nol is an effective seal. It prevents 
the entrance of oral fluids and bac- 
teria into the cut dentin. 


Period of Restoration 
and Prevention 

Restoration—The control phase of 
the treatment has been time-consum- 
ing. In the four weeks remaining of 
the total treatment period, it is nec- 
essary to see the patient twice each 
week for eight office visits. During 
this time the entire mouth must be 
restored. 

Multiple Inlay Techniques—They 
are rapid yet when properly com- 
pleted multiple inlay techniques will 
meet the requirements of the most 
exacting operator. Where indicated, 
modified slice-box inlay preparations 
may be used for primary teeth. It is 
not necessary to remove all the zinc 
oxide-eugenol cement. This material 
makes an excellent cement base when 
it is fully hardened. 

Banded Amalgem Crown—F or pri- 
mary or permanent teeth which are 
so badly broken down that it is im- 
possible to get retention for the slice- 
box inlay, the banded amalgam crown 
may be used. It serves all the func- 
tions of a nonabutment full cast 
crown and requires very little time to 
construct. It is a durable, strong, and 
clean restoration. 

Other Restorations—(1) Anterior 
teeth are restored with restorations 
appropriate to the existing situation. 
(2) If teeth must be extracted, space 


maintainers should be placed if they 
are indicated. (3) Permanent pros. 
theses may be inserted at a later date. 
(4) Pulpotomy and pulpectomy tech. 
niques are advised in teeth whose 
pulps have been exposed. 


Prevention 

Low caries activity as judged by 
lowered Lactobacillus counts may be 
expected for some time after the sugar 
control regimen has been discontin- 
ued. However, it is wise in cases with 
rampant caries to continue the sugar 
control regimen for as long as pos- 
sible. 

Topical Fluorides—There is abun- 
dant evidence that the topical applica- 
tion of fluorides does prevent the in- 
itiation of caries in 40 per cent of the 
teeth to which it is applied. It is es- 
sential to apply topical fluoride dur- 
ing the period of restoration at each 
sitting for a total of four to six ap- 
plications. The fluoride solution must 
not be applied on open cavities. Pen- 
etration of fluoride ions into the pulp 
may cause inflammation and possible 
death of this tissue. | 

Frequent Checkups—(1) The ram- 
pant caries patient should be checked 
at monthly intervals for evidence of 
new caries by clinical examination, 
bitewing x-rays, and caries activity 
tests. During this time he should be 
retained on the low sugar diet. (2) 
If caries activity remains low for 
three months, increase the period be- 
tween checkups to three months. (3) 
Topical fluoride application should be 
repeated at yearly intervals or when- 
ever new teeth erupt. 

Length of Control—lt is advisable 
to keep the person who has experi- 
enced rampant caries on a control 
program until it is certain that he is 
past the periods of acute exacerbation. 
A patient who is once susceptible to 
rampant caries must be assumed to 
be always susceptible. This patient is 
never completed. He must be placed 
on frequent recall and the caries con- 
trol program must be re-initiated at 
the earliest indication of a flare-up. 

Adapted from Illinois Dental Jour- 
nal 20:407-423 (September) 1951. 
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The EDITOR’S Page 


PERIODONTAL disease does not receive the attention 
that it deserves from the general practitioner. This 
is a blunt statement but one that can easily be veri- 
fied by visiting the average dental office or by talk- 
ing with the average dentist outside the office. Our 
concern with mechanical affairs and with techniques 
has lead us to be largely: unconcerned with perio- 
dontal disease unless a surgical phase, a splint, a 
mouth reconstruction, or an occlusal equilibration 
is involved. The biology of disease has captured 
but little of our interest. 

The patient coming to the dentist with acute 
periodontal disease, such as Vincent’s infection, 
wants relief. He is in the same category as the 
patient who consults the physician with an acute 
heart condition. He wants relief from pain and 
discomfort, not a prolonged examination of his 
past life with a catalogue of his dietary and other 
indiscretions. 

The patient coming to the dentist with a chronic 
gingivitis or with a more advanced periodontitis 
with pocket formation is in the same attitude as 
the person with any chronic disease that is not 
painful, disabling, or disfiguring; namely, he has 
developed a protective aura of indifference. The 
condition has developed so slowly and the patient 
has made his adjustment to the condition so that he 
is seldom anxiously alarmed. 

The dentist who has met with rebuffs and indif- 
ference to his suggested therapy develops in time 
an indifference himself to periodontal treatment. 
He views it as both a thankless and profitless ven- 
ture. Possibly, if he were to see periodontal disease 
against a background of complex etiology (genetic, 
bacterial, nutritional, endocrinologic, mechanical, 


and emotional) he might develop more interest and 


be challenged more deeply by the subject. 

With the exception of the emotional factors in 
etiology, most of the other aspects of periodontal 
disease have been explored with commendable 
attention. The emotional factors have been men- 
tioned frequently, observed by clinicians often, but 
recorded only occasionally. A group from Columbia 
University’ has recently made the attempt to con- 
duct an acceptable study on this subject. Although 
their report is larded with a generous amount of 
the peculiar and often nonspecific jargon of the 
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psychiatrist, there is enough substance in the article 
to stimulate interest. Twenty-two cases cannot be 
considered a monumental study, but the authors 
should be complimented for their enterprise even 
if some of their conclusions may be hard to under- 
stand. 

This is the summary of the report: “Six cases 
of acute necrotizing gingivitis infection and 16 
cases of chronic periodontitis were studied by a 
psychiatrist, a consultant dentist, and a periodontist. 
The following observations were made: 

“1. The most strixing psychological character- 
istic of the group as a whole was the prevalence of 
oral dependency as a central life problem. 

“2. The cases of acute necrotizing gingivitis 
occurred in the youngest age group and bouts were, 
in all instances, precipitated by acute anxiety aris- 
ing from a life situation of conflict about depend- 
ency and/or sexual needs. Local factors and oral 
habits were at a minimum. 

“3. The chronic periodontitis cases had a back- 
ground of longstanding, less acute conflict, mainly 
involving dependency needs. There was consider- 
able marital conflict and many psychosomatic 
symptoms involving the gastric area and the head 
and neck area. Bleeding gums were often noticed 


‘as occurring at times of greatest anxiety. Bruxism 


was an extremely frequent habit. 

“4.-A group of 10 periodontosis cases, studied 
in less detail, offered a contrast as having much 
less evidence of either neurotic trends or destruc- 
~ oral habits. This suggested that degenerative 
oral processes are less correlated with emotional 
conflict than are the inflammatory processes involv- 
ing primary soft tissues. 

““D. Best results were obtained in the younger 
age group where local periodontal treatment was 
combined with more than routine interest in the 
patients-as a whole and their problems of living. 
A psychiatrist is not necessary for this type of 
superficial - ‘supportive treatment. A social worker 
or a psychiatrically aware dentist can do much in 
improving therapeutic results, by’ making the patient 
more,. wate of the larger aspects of his problem 
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Holder for Anesthetic Tubes 
Capt. William Granirer, USAF (DC) Sampson Air Force Base, N.Y. 


I. Bend the beaks of a pair of cotton pliers to conform to the 
shape of an anesthetic tube. Using these pliers, the anesthetic tube 
may be removed from the chemical sterilizing solution and inserted 
in the syringe without breaking the chain of asepsis. 


Temperature Control of X-ray Solutions 
E. A. Franks, D.D.S., Silver Lake, Indiana 


2. At the bottom of the water compartment insert a thermoswitch 
through the wall of the tank and set the switch at 65 degrees 
Fahrenheit. On the opposite wall! of the water compartment place 
an electric water heater element. Allow the water to trickle through 
the tank continuously. The thermoswitch will hold the temperature 
of the water at a constant 65 degrees Fahrenheit. 


An Aid to Operative Dentistry 
Bruce L. Douglas, A.B., D.D.S., US Naval Hospital, San Francisco 


<Bs Place a metal cheek retractor in position and secure the other 
end to an ordinary towel. This type of retraction is useful in all 
operative procedures and particularly so when the Nealon brush 
technique is used for acrylic restorations. 


READERS are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DENTAL Dicest will pay $10.00 on publica- 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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Packing for Periodontal Pockets 
Cc. Kalpakian, D.D.S., New York 


4. To secure longer action of medication inside the pocket, pre- 
pare a thick paste of eugenol, rosin, and zinc oxide. Cut a strip of 
gauze one-quarter inch wide and 1 inch long. Incorporate the paste 
into' the gauze. Place a double piece of dental floss flat on the 
gauze. Fold the gauze over the floss and tie around the tooth to 
cover the pocket. 


Freeing the Metal Plunger in a Syringe 
N. Rege, Kvinesdal, Norway 


%s If the metal plunger in a glass syringe is stuck, a few minutes 
in a refrigerator will cause the metal to shrink. The plunger is 
then easy to remove. 


Manipulation of Indirect Patterns 
Enrique Estrada H., D.D.S., Guatemala City, Central America 


G. Using an amalgam, copper-plated, or stone die that has been 
coated with thin mineral oil, apply self-polymerizing acrylic by 
the brush technique. The pattern may be tried in the mouth and 
the contact points corrected with inlay wax. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 558 for a convenient form to use. 

Send your ideas to: Clinical and Laboratory Sugges- 
tions Editor, DENTAL Dicest, 708 Church Street, Evans- 
ten, Illinois. | 
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The Post-Coronary 
Syndrome 


The patient who survives the first 
twenty-four hours following an acute 
coronary thrombosis must look for- 
ward to three difficult periods: 

(1) The first phase lasts from two 
to eighteen days. The prognosis is 
precarious because of cardiac insuf- 
ficiency (which is a direct result of 
damage to the myocardium), serious 
arrhythmia, thromboembolic phen- 
omena and shock. 

(2) The second phase begins after 
the patient becomes ambulatory. The 
greatest threats to life are congestive 
heart failure, angina pectoris, and 
another coronary occlusion. Mortality 
is greatest during these first two 
periods. 

(3) The third phase begins when 
the patient attempts to resume his 
ordinary activities and returns to 
work, Usually there is a definite sym- 
tom complex occurring within four 
to six months after the acute attack. 
This may be termed the post-coro- 
nary syndrome. It consists of some 
degree of pain, dyspnea, and weak- 
ness. These events must be recognized 
in the rehabilitation of the patient. 

The main complaints are the fol- 
lowing: (1) tightness or soreness in 
the front of the chest, (2) difficulty 
on breathing, and (3) weakness or 
tiredness. Frequently, after several 
days or weeks of these symptoms, the 
patient, who recently has had an un- 
forgettable “coronary,” again seeks 
relief from his physician. Sometimes 
he quits work and stays home, brood- 
ing over the feeling that he is fin- 
ished, unable to work any longer and 
can never be as he was before the 
attack. 

The patient may continue to work 
but alwaysiwith the constant dread 
that the symptoms are due to a badly 
damaged heart. The psychic reactions 
to doubt concerning the integrity of 
the heart seem to be much more vio- 
lent and profound than is the case 
with illness concerning any other in- 
ternal organ. 

Once this syndrome is recognized 
and the difficult period is by-passed, 
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the patient can work and continue 
his normal activities without fear. 
The man who has a post-coronary 
syndrome should not be regarded as 
having anxiety or cardiac neurosis. 
He has suffered a cardiac assault be- 
yond his understanding or descrip- 
tion and the symptoms which occur 
after his return to work make an 
extremely difficult period for him. 
The anginal syndrome, congestive 
heart failure, or another attack of 
coronary occlusion may occur at any 
time, whether or not the patient re- 
sumes work. Optimism and reassur- 
ance are therefore important features 
of treatment. 

Some authorities contend that pa- 
tients spend too long a time in the 
treatment of acute coronary throm- 
bosis. After a reasonable convales- 
cence, severe restrictions of physical 
activity beyond the requirements im- 
posed by limited cardiac reserve af- 
ford little or no protection to the 
patient who has survived an acute 
attack. Work does not aggravate the 
symptoms which characterize the 
post-coronary syndrome, nor does it 
predispose the patient to further at- 
tacks of coronary occlusion or to 
heart failure. The occurrence of these 


symptoms of the post-coronary syn.- 
drome, unless severe angina pectori; 
or definite cardiac failure is present. 
is not an indication to advise the 
patient again to quit his work. 

The outlook for these patients is 
good, for the symptoms tend to dis- 
appear as activity is continued. Con- 
stant watchfulness for definite cardiac 
failure combined with reassurance 
are the important means of caring 
for patients with post-coronary syn- 
drome. 


Flaxman, Nathan: The Post-Coro- 
nary Syndrome, Postgrad. Med. 
10:367-369 (November) 1951. 


Lung Cancer 
—Cigarets 


Doctor Evarts A. Graham of St. 
Louis believes that cigarets may be 
an important factor in the etiology 
of bronchogenic carcinoma. Heavy 
smoking and lung cancer are far 
more common among men than wom- 
en, in almost identical ratios. 

In 1912 the proportion of male 
to female involvement was about 3 
to 1. Today the ratio is at least 18 
to 1. The difference is not the result 
of a relative female immunity to the 
disease, since tumor transplantation 
is equally successful in male and 
female animals. Moreover, men with 
lung cancer have essentially the same 
male hormones as healthy men. The 
discrepancy is probably explained by 
the fact that heavy smoking among 
females is largely confined to young 
women who have not yet had time 
to smoke for twenty years. 

The curve of increased cigaret sales 
in the country parallels that of pul- 
monary cancer incidence. Among 
men, 51 per cent of those with lung 
cancer report smoking more than a 
pack daily for at least twenty years, 
in contrast to only 19 per cent of the 
men without tumor. 

Cigarets do not seem to stimulate 
malignant growth unless at least half 
a pack has been smoked daily for 
twenty years-or more. The carcino- 
genic substance in cigarets is not 
identified but may be tars or insec- 
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ticides in tobacco, arsenic in paper, 


or other components of the inhaled 
smoke. Other factors must also be 
involved since 2 per cent of persons 
with bronchial cancer have never 
smoked. | 

The increased number of lung can- 
cers has been largely of epidermoid 
tumors or related undifferentiated 
neoplasms. The former originate in 
adult bronchial epithelium, under 
carcinogenic influences. The latter are 
usually variants of the epidermoid 
or squamous group that occur prin- 
cipally in males. 

The American Cancer Society is 
currently conducting a survey among 
men over fifty. This survey is to 
continue for a number of years. Evi- 
dence compiled from this information 
should be of great value. 


Graham, Evarts A.: Primary Can- 
cer of the Lung with Special Con- 
sideration of its Etiology, Bull. New 
York Acad. Med. 27 :261-276 (June) 
1951. 


Psyche and 
Allergy 


Evidence has been recorded in med- 
ical literature to show that emotional 
factors may precipitate allergic mani- 
festations in many cases. It is gen- 
erally maintained that emotional fac- 
tors are not responsible for the etiol- 
ogy of allergic disorders. 

No matter how much the super- 


ficial behavior of asthmatic patients 


may vary, they appear to have in 
common a deep-seated emotional in- 
security and an intense need for par- 
ental love and protection. Fear of 
losing their mothers’ support, good 
will, and love is an outstanding fea- 
ture of their premorbid qualities. 
Their sense of insecurity may be 
overlaid and masked by defense re- 
actions of which overhelpfulness, 
denial, and confession are the most 
important ones. 

Many patients who suffer from 
urticaria have experienced emotional 
upsets. Disturbing events entailing 
threatened or actual withdrawal of 
love frequently precede the onset of 
urticaria and of its relapses. They in- 
clude such events as desertion or im- 
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pending desertion by husband, wife or 
sweetheart, real or imagined lack of 
love in marriage, and departure of 
the husband for service abroad. 

Atopic eczema is a disease which 
occurs in emotionally insecure indi- 
viduals. Many feel that they have not 
had their fair share of affection as 
children and are apt to carry over 
into adult life an undue, childlike de- 
pendence on either of their parents 
or both, usually the mother. Their 
need for affection, attention, support, 
and protection may find overt expres- 
sion in the form of submissiveness, 
docility, or display of helplessness. 
Or, by way of overcompensation, 
their need may be concealed behind 
ambition, self-drive, self-assertive 
handicaps in their social relation- 
ships, and occupational achievements. 
Frequently lack of self-confidence 
proves a serious handicap in their 
social relationships and occupational 
achievements. 


Wittkowr, E.: Psyche and Allergy, 
J. Allergy 25:76-86 (January) 1952. 


Coronary Sclerosis— 
Genesis 


It has been demonstrated that a 
person who has suffered a coronary 
attack has a predilection for the dis- 
ease. Man is virtually the only mam- 
mal naturally susceptible to athero- 
sclerosis. 

Atherosclerosis is a metabolic dis- 
ease comparable to diabetes, result- 
ing from disturbances in cholesterol 
metabolism. It is apparently under 
control of the thyroid gland. The le- 
sions of the disease are produced fo- 
cally in the arteries by deposition of 
excess cholesterol in ester form with- 
in macrophages at selected sites in 
the arterial intima. 

The coronary form of atherosclero- 
sis is caused by intermittent invasion 
of the coronary intima by waves of 
macrophages carrying crystalline 
esters of cholesterol. The disease is 
chronic except in the highly suscepti- 
ble. Years elapse in most cases before 
cholesterol deposits produce a critical 
lesion. The intervals between the cell 
migrations may be days to months 


and are usually longest for persons 
with no hereditary predisposition to 
the disease. 

The crystalline esters within mac- 
rophages stimulate connective tissue 
growth. The maturing connective tis- 
sue crushes the macrophages, de- 
creases blood supply, and causes ne- 
crosis. The cholesterol-ester contents 
of the macrophages are dissipated 
and a fibrosed lesion is produced. 
The process eventually thickens the 
coronary intima and narrows the lu- 
men. 

Between the periods of deposition 
of excessive cholesterol in the coro- 
nary intima, the cholesterol metabolic 
activity is sufficient to prevent these 
deposits. The ingestion of large 
amounts of cholesterol rather than 
sudden increases in cholesterol syn- 
thesis is probably responsible for the 
periods of excess deposition. 

The waves of cholesterophages are 
self-limited. The macrophages accu- 
mulate in the subendothelial layer of 
the intima and then move in a body 
into the deep layers of the intima. 
Invasion of the media is unusual. 
The lesser waves are probably tem- 
porary and may arise frém excessive 
ingestion of cholesterol in a single 
day. 

In view of these findings many in- 
vestigators believe that low-choles- 
terol, low-fat diets are definitely in- 
dicated in the treatment of persons 
who are susceptible to coronary dis-— 
ease. 


Leary, Timothy: Genesis of Coro- 
nary Sclerosis, New England J. Med. 
245:397-402 (October 15) 1951. 


Effects of the 
Rice-Fruit Diet 


Profound changes in the composi- 
tion of the body are produced by the 
Kempner rice-fruit diet. Although the 
diet is capable of lowering the blood 
pressure in many hypertensive pa- 
tients, the diet may be dangerous 
under certain circumstances. It is 
never curative. 

When used for short periods the 
diet is helpful to relieve symptoms of 
hypertension. Often high blood pres- 
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sure will decline to normal levels 
while eating the diet. Prolonged use 
of the unmodified diet is objection- 
able on theoretic grounds. 

The regimen is fairly adequate in 
calories. However, the 20 grams of 
protein daily is of semistarvation 
level. Patients who adhere strictly to 
the prescribed foods lose about 3.3 
pounds each week. The early decrease 
in weight results almost entirely from 
loss of fat and extracellular fluid. 

Patients of normal weight prob- 
ably begin to consume active tissue, 
such as muscle, for energy produc- 
tion soon after starting the diet. An 
obese hypertensive patient benefits by 
reduction in body fat stores but even 
an overweight patient probably ac- 
quires a negative nitrogen balance on 
the strict Kempner regimen. 

An extremely low salt content (15 
to 20 milligrams of sodium daily) is 
an essential feature of the diet. Addi- 
tion of 10 grams of sodium chloride 
causes rapid return of the headache 
and dyspnea associated with a defi- 
nite rise is blood pressure. The risk 
of sodium depletion or the salt-deple- 
tion syndrome, especially in patients 
with renal insufficiency demands 
some discrimination in application of 
the diet. 

Besides losing fat, patients eating 
the rice-fruit diet lose a significant 
amount of extracellular fluid. Plasma 
and blood volumes also tend to de- 
crease. The safety of prolonged ex- 
istence with severely contracted 
bodily fluid spaces appears question- 
able. 

The rice-fruit diet cannot be con- 
sidered a fundamental therapeutic 
approach to hypertension. Semistar- 
vation and extreme salt restriction 
are probably the effective features of 
the diet, but elevation of blood pres- 
sure is certainly not due to normal 
food or salt intake. 

Addition of 40 grams of salt-free 
animal protein to the patient’s daily 
menu eliminates‘ many of the unde- 
sirable features of the diet without 
abolishing the depressor effects. Pa- 
tients taking the modified diet do not 
lose weight and are free of hyperten- 
sive symptoms. Blood pressures re- 
main at the same lowered level. 
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Chapman, Charleston B.; Gibbons, 
Thomas; and Henschel, Austin: The 
Effect of the Rice-Fruit Diet on the 
Composition of the Body, New Eng- 
land J: Med. 243:899-905 (Novem- 
ber) 1950. 


Cancer 
from Draining 
Sinus Tracts 


Evidence has been gathered to 
show that a chronic osteomyelitic si- 
nus tract may give rise to carcinoma. 
Usually the new growth occurs in 
men 40 to 60 years of age with a 
history of osteomyelitis and sinus 
tract formation of twenty to thirty 
years duration. The tibia, the femur, 
and the bones of the foot are the 
commonest sites. 

If a cauliflower mass appears at 
the sinus opening, or if a foul dis- 
charge occurs. carcinoma should be 
suspected. Often there is no external 
evidence of carcinoma and only a 
biopsy or roentgen examination of 
the bone or both will reveal. its 
presence. 

The carcinoma is generally of a 
relatively benign nature. There is a 
rarity of regional and visceral meta- 
static lesions. 

There have been cases reported as 
a sequel to war wounds. It can be 
assumed that a patient with a chronic 
discharging sinus or an extensive ad- 
herent scar is never safe from the 
risk of malignant change. Prophylac- 
tic measures should consist of exci- 
sion of adherent scars with, if neces- 
sary, their replacement by suitable 
pedicle flaps having a good blood 
supply. 

Amputation should be performed 
if an osteomyelitic sinus persists for 
several years and does not yield to 
treatment. Warty changes of indolent 
ulceration of scars should be regarded 
with suspicion and investigated by 
biopsy. Any increase in pain or dis- 
charge in association with the sinus 
should receive prompt attention. If 
malignant changes develop, treatment 
should be as prompt and as radical 
as with any other cancer. 


Editorial: Carcinoma Arising i. 
Draining Sinus Tracts, J. A.’M. A. 
17:1143-1144 (November 17) 1951. 


Present Concept of 
Hysterectomy 


During recent years the attitude 
toward hysterectomy has changed 


considerably. Conditions that for- 


merly were treated by conservative 
measures are treated more and more 
frequently by removal. of the entire 
uterus. 

In private practice the indications 
in order of frequency, for hysterec- 
tomy, are (1) fibroid tumors, which 
are responsible for about 44 per cent 


" of hysterectomies, (2) endometriosis, 


(3) prolapse, (4) fibrosis, (5) cerv- 
ical stricture, (6) functional bleed- 
ing, (7) malignant grewth, (8) ovar- 
ian cyst, and (9) pelvic infection. 
Frequently two or more of these con- 
ditions coexist. 

The experienced general surgeon 
can perform complete hysterectomy 
with perfect safety, if care and dis- 
cretion are used. The main advantage 
is that the possibility of cervical and 
endometrial cancer is eliminated. 

No vaginal shortening or prolapse 
need result, and the sexual act is not 
affected. Ovaries are usually saved 
and hormones unaltered. The stormy 
menopause frequently brought on by 
irradiation is avoided. 

Less thorough procedures may fail 
to cure, and too many are followed 
by discharges, pelvic pain, or stric- 
ture of the cervix. After incomplete 
hysterectomy, the cervical stump 
eventually may require resection. 

Hysterectomy may be warranted 
not only for primary reasons but with 
any pelvic procedure at or near the 
menopause, or at younger ages if 
the family is complete, unless in- 
dications are urgent. The operation 
should never be done merely at the 
patient’s request. 

The risk of thrombosis and em- 
bolism is much less with early rising. 
If thrombophlebitis is suspected, su- 
perficial venous ligation is done. The 
hospital stay seldom exceeds eight 
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For Penicillin Therapy in Dental Practice 


just 1 or 2 tablets three times daily 


Pentids 


Squibb 200,000 Unit Penicillin Tablets 


For treatment of acute oral Vincent’s disease as an adjunct to 
other appropriate dental procedures, and for prophylaxis 
against secondary infection before and after extraction and 
other dental surgery. When pre-existing cardiac lesions predis- 
pose to subacute bacterial endocarditis or there is extensive 
tissue trauma, parenteral penicillin should be given before or 
at _ of extraction followed by Pentids therapy postopera- 
tively. | 


Pentids —formulated for convenient t.i.d. dosage—contain the 
new 200,000 unit oral systemic penicillin dosage advocated by 
Keefer! and others.* Supplied in bottles of 12 and 100 scored, 
buffered tablets, each containing 200,000 units of crystalline 
penicillin G potassium. Pentids should be swallowed with 
water one-half hour before or at least two hours after meals. 
1. Keefer, C. S., Postgrad. Med. 9:101, Feb. 1951 


2. Flippin, H. F., and Israel, H. L., Med. Clin. North Amer. 34:1653, Nov. 
1950 


SQUIBB A LEADER IN PENICILLIN RESEARCH AND MANUFACTURE 


‘PENTIDS’ IS A TRADEMARK OF E.R. SQUIBB & SONS 


For a supply of Pentids prescriptions 

for your practice, ask your 

a Squibb Representative or write to 
E. R. Sgurps & Sons 

745 Fifth Ave., New York 22, N. Y. 
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For new developments . . . look to 


You never saw brighter, more sparkling cases! 

You told us you wanted sparkle —= so we combined 
our new #50 alloy with the revolutionary TI-LECTRO 
polisher to give you just what you wanted. 


Mouth tests, laboratory tests prove that Ticonium's 
beautifully bright sparkle lasts and lasts and lasts! 
And your response has overwhelmed us. 


We gave you what you wanted — and we're glad. 


TICONIUM 


413 N. Pearl Street, Albany, N.Y. 
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Permanent Records Are Important... 


Do you have a permanent record of the 
mouth of each of your patients? This type 
of record is tremendously important, and 
easy to accomplish. Use the Ryan Treat- 
ment and Examination Chart as illustrated 
here. It is being widely used and is ac- 
claimed the most practical chart for record 
purposes. Use it on one case ... and you 
will want to use it on every case. The 
coupon is for your convenience. 


Dental Dig 
1005 Fay Ave., Pittsburgh 22, Pa. 


Here is $1.00 for a pad of 50 Ryan Ex- 
amination and Treatment Record Charts. 


days. Ordinary pursuits can usuall) 
be resumed in three weeks. 


Tyrone, Curtis, and Weed, John C.: 
Hysterectomy. A Personal Experience 
with Two Thousand Consecutive 


Cases in Private Practice, Ann. Surg. 
133 :819-829 (June) 1951. 
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- PHYLORINOL 


(Fill-or-inol ) 


. .- a remarkably effective supple- 
ment to professional treatment. When 
used’ with your regular techniques, 
Phylorinel speeds results in the con- 
trol of oral infections. 

Phylorinol is a unique scientific 
combination of CHLOROPHYL and 
IODOPHENOL for use as an aid in 
the treatment of: 


Gingivitis 

Inflamed or Bleeding Gums 
Vincent’s Infection 
Periodontal Pockets 

Acute Third Molar Flaps 
Malodorous Oral Conditions 
Extractions 

Dry Sockets 

Surgical Care 
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dal in action on _ staphylococcus 
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escharotic. No contraindications. No 
side effects. Healing results are thus 
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“By treating more you recline income 
from a vast new market and you perform a vital health service. 


It has been estimated that 244,000,000 fillings are required to restore 
mouth health to American children of 6 to 18... and that 33,000,000 fillings are 
needed each year to fill new cavities. And America’s increasing birth rate will 
continue to increase! Caring for children is a super-human task for 80,000 dentists 
who serve millions of adults. 

While many child dental problems demand the attention of specialists, 
the main load must be carried by the remainder of the profession. Today's 
dentists need new techniques for quicker and more efficient operation. Tru-Form 
Primary Crowns meet these requirements. They make possible economical care 
for the children needing your help. ? 

Rocky Mountain’s preformed crowns have proved very successful in restor- 
ing carious areas in primary teeth. They can be placed in one sitting with an 
absolute minimum of pain. As Tru-Chrome is extremely strong and will not 
tarnish, both doctor and parent are proud of the durable, attractive restoration 
that will play a key role in the child’s present and future dental health. 
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P. O. Box 1887, Denver 1, Colorado 
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Orthondonties 


Heimlich, Albert C.: Selective Grinding 
as an Aid to Orthodontic Therapy— 
Part One, February __. 58 
Heimlich, Albert C.: Selective Grind- 
ing as an Aid to Orthodontic Ther- 
apy—Part Two, March 


Periodonties 


Kelsten, Louis B.: Modern Methods of 
Managing Injuries of Children’s 
Anterior Teeth, July 310 

Shapiro, Max: The Equilibration of 
Occlusion, May’ 


Roentgenography 
Brody, Herman: Some Diagnostic 
Points in Roentgenographic Inter- 
pretation of Lower Third Molars, 
August calls 351 
Frank, Leonard: Bennett’s Movement 
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Roentgenographic Examination of 
Teeth (An Abstract), December _.. 560 
Weinberger, Alexander: The Funda- 
mentals of Successful Radiodontic 


Roentgenographically, 
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Technique, October 


Roentgenographic 
Examination 

of Teeth 

Query 


What is the consensus regarding 
roentgenographic examination of the 
entire mouth every six months, be- 


THOUSANDS DENTISTS 
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STIM-U-DENTS are one of the greatest aids in 
maintaining tooth and mouth health, and are 
invaluable in the treatment of pyorrhea and 


gingivitis. 
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@ CLEANING AROUND 
BRIDGES 
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@ REVEAL CAVITIES AND 
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Ask For FREE SAMPLES for Patient Distribution. 
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STIM-U-DENTS, INC., 14035 Woodrow Wilson Ave., Detroit 6, Mich. 
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ginning at the age of six years, for 


_ detecting dental cavities? 


Answer 

Dental authorities agree thai 
roentgenographic examination of al! 
the teeth is necessary for making a 
thorough dental diagnosis; however. 
it is not possible to establish hard and 
fast rules as to the need for making a 
complete roentgenologic examination 
every six months for every patient. It 
is considered good practice, on the 
other hand, to use bitewing x-ray 
films for each examination as an aid 
in detecting carious lesions as early 
as possible. 


From Queries and Minor Notes, 


Journal of the American Medical As- 
sociation 150:528 (Oct. 4) 1952. 
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Oldsters and the Draft 

Reports from around the country are 
beginning to come in describing the 
experiences that dentists are having 


| when they appear for Selective Service 


physical examinations. Most of the 
Priority III registrants are fathers 
and some are grandfathers. Not a few 
of these registrants have been in prac- 
tice for twenty-five years and have oc- 
cupied positions of influence in their 
communities. For these men to be 
subjected to indignities by tough 
young sergeants sitting out a war be- 
hind desks was not an intent of the 
law that created the special registra- 
tion of dentists and physicians under 
age Ol. 

One of the indignities reported is 
the examination for venereal disease. 
The “examination” is conducted by a 
young enlisted man. The dentist or 
physician passing through the assem- 
bly line is ordered to bare and to 
manipulate his genitals for inspection 
by the enlisted man for the purulent 
evidence of gonorrhea. This inspec- 
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COPALITE protects the dentine 
under fillings, inlays, crowns, etc. Fills 
and seals the tubuli, yet occupies 
practically NO space. Insulates against 
thermal and electrical shock, 
provides a strong bond between dentine 
and enamel. Has MANY OTHER 
desirable advantages. Use Copalite 
with confidence within cavities 
prepared for abutments, under | 
silicates, amalgam, jackets or 
casting alloys of any kind. 
A package sufficient 
for 500 applications 
costs Only $3.25. 


A BOSWORTH product for better 


dentistry HARRY J. BOSWORTH CO. 
216 W. Jackson Bivd., Chicago 6, lil. 


Others Have Tried 
BS POLISHERS 
Why Not You? 


Many dentists have sent in the coupon 
below and found out why BS Polishers 
are preferred over many others. They can 
readily understand why this soft, flexible 
rubber polisher makes a patient feel safe 
and comfortable, also why it is easy for 
it to clean and polish every tooth to a 
lustre brightness. Why don’t you find 
out these facts for yourself? Send the 
coupon in now! 


BS POLISHERS 


ARE SMALLER AND MORE 
CONVENIENT TO USE 


Young Dental Mfg. Co. 
St. Louis 8, Mo. 


Gentlemen: 


Without any obligation send us one of 
POLISHERS—ABSOLUTELY 
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tion routine is not unknown among 
the denizens of Skid Row or in the 
military among hot blooded young 
men who have returned from a shore 
leave in a charming foreign port. The 
dentists and physicians in the coun- 
try in the 40-50 age group are not 
likely to be infected with gonorrhea 
and if they were they would have sense 
enough not to appear for a physical 
examination at an induction center 
with an untreated case that could be 
detected across a table by a profes- 
sionally untrained young enlisted 
man. 

A second indignity is to be required 
to prance around in the nude while 
undergoing all manner of examina- 
tions en masse and to sit nude during 
the long paper-shuffling routine. Al- 
though prudery is usually not a promi- 
nent part of one who is himself con- 
ducting physical examinations and 
hearing the intimate details in the 
lives of people, the well-integrated 
dentist or physician knows that he 
must have regard for and respect for 
the sensitivities of his patients. 

We are claiming no little halos for 
the special registrants in Priority III 
and are not asking that they be treated 
as particularly precious hunks of pro- 
toplasm. We are saying that the ex- 
periences, the conditioning, the train- 
ing, the maturity, of the examinee in 
the 40-50 age group are quite differ- 
ent from the attitudes found among 
youngsters in the full bloom of their 
gregariousness. 

It is not far removed from the ludi- 
crous to have enlisted men taking 
temperature, blood pressure, and pulse 
reading of men who are eminent in 
medicine, or to have enlisted person- 
nel checking the dental conditions of 
dental authorities, or to have heavy- 
handed, bungling technicians with- 
drawing blood from the circulatory 
systems of skillful operators. 

The dentists who have reported of 
their experiences have done so with 
the mordant edge of humor. Humor, 
however, is often the protective cov- 
ering that drapes hostility. What is 
said in jest and apparent good spirits 
has frequently deep undertones of the 
serious. Take my friend Seth Shields’ 


letter to his home community draft 
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board as published in the Seymour 
(Indiana) Clarion-Banner: 

“Dear Draft Board: First off, you 
and your families and mine have been 
friendly for generations in Jackson 
County. I’m proud of that situation 
and always shall be, it matters not 
what happens. You’re doing a thank- 
less, necessary, important job and 
doing it well. 

“Unfortunately, for all of us, Wash- 
ington tells you what to do and how 
to do it. Therefore, it’s the gang from 
Missouri, not you, that I’m blaming 
for what happened to the taxpayers 
and the author: Selectee Seth William 
Shields, age 47, No. 12-34-05-1, Aug- 
ust 1 and August 15, 1952. 

“Yesterday, following your orders, 
I arrived in the bus station in Indi- 
anapolis at 12:01 p.m. a short five 
hours after having left Brownstown 
which is a scant seventy miles away. 
I was proud to have been placed in 
charge of the group of selectees (even 
though I was the only one in the 
group) and determined to see that 
we carried out our assignment cor- 
rectly. 

“The army bus, which usually takes 
us selectees to the examining center 
was nowhere to be seen in the station. 
The Greyhound dispatcher was con- 
sulted by the group leader (me), and 
he said the Pennsylvania Greyhound 
bus lines had no authority to deliver 
the group to the induction center at 
342 Mass. Ave. 

“T told him that the Draft Board 
at Brownstown said that he must take 
me there. Then, he told me! 

“IT said simply, ‘So’s your Aunt 
Emma!’ However, there wasn’t too 
much personal danger involved, be- 
cause he was behind a barred window 
and a locked door. 

“Being both tired and hungry, I 
sat down. Carefully and methodically 
I thought the situation over for a full 
three and a half seconds. Then I called 
the city police. 

“Police headquarters,’ a not too 
canine voice barked at me, “Sergeant 
Smith speaking!’ 

“Sgt. Smith,’ I said, ‘this is Selec- 
tee Seth William Shields, No. 12-34- 
05-1, speaking. I’m here on orders 
from Local Board No. 34, Selective 


Service System, Brownstown, Indiana, 


562 


to have another x-ray picture made of 
my chest. The x-ray taken when I was 
examined August 1 proved to be un- 
satisfactory. Send a squad car to the 
bus station, at once, to take me to 
the examining and induction center, 
please!’ 

“Now by just whose authority do 
you think I can send a squad car for 
you, young man?’ 

“I liked that ‘young man’ stuff. 

“ “By the authority of the crackpots 
in Washington,’ I answered courage- 
ously, ‘who’re spending hundreds of 


dentist examined and re-examined to 
see if he’s physically fit for service in 
the armed forces of the United States 
despite four previous flat rejections 
for service in the dental corps of the 
U.S. Navy, U.S. Army, U.S. Coast 
Guard, and U.S. Public Health,’ I 
answered none too briefly. 

“Sorry, Pop—I mean Selectee 
Shields—I just can’t send a squad car 
for you. However, if you get in trouble 
—and it sure looks like you’re headed 
for it—have ’em call me at head- 
quarters.’ 


dollars having a forty-seven-year-old “Now, dear draft board, I really 
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was in a quandry. Stranded in the bus 
station—no visible means of trans- 
portation—no help available—no one 
at hand from whom to take orders. 
It was indeed a situation up with 
which I should not have had to put. 

“Suddenly, I realized that my status 
as a civilian was in jeopardy. ‘I’ve 
got it!’ I thought. ‘A solution at last!’ 
I snapped my fingers briskly. “That’s 
it! The M.P.’s! Why not consult the 
Military Police? They'll have to help 
me!’ 

“T looked all over the bus station 
for a military policeman. None was 


in sight. A thorough but leisurely 
search was made of all the cocktail 
lounges in the surrounding vicinity 
looking for M.P.’s. The search was 
fruitless. Please, dear draft board, 
report this incident to the provost 
marshal. We selectees should be pro- 
perly policed at all times. I definitely 
found out after that search. 

“T called Sgt. Smith at headquar- 
ters, again. I asked Sgt. Smith where 
to go, and Sgt. Smith told me where 
to go! 

“Timidly I asked, ‘Can’t you think 
of a location with a more moderate 


filling material — second only to gold 
eleven ways superior to amalgam! 


P-F is not another plastic filling material — 
-~- completely different than, and in most ways superior to, plastic filling 


; materials on the market. 
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temperature? It’s pretty hot down 
there.’ 

“*Why don’t you call Military Po- 
lice headquarters?’ he asked, rudely 
ignoring my request for a change of 
venue. “Their number’s Cherry 1531.’ 

“I dialed the number and Set. 
Quamire answered. 

“Sgt. Quamire,’ I said, ‘this is 
Selectee Seth William Shields, No. 
12-34-05-1, speaking. I’m here on 
orders from Local Board No. 34 Se- 
lective Service System, Brownstown, 
Indiana, to have another x-ray made 
of my chest. The x-ray taken when I 
was examined August | proved to be 
unsatisfactory. Send a jeep to the bus 
station, at once, to take me to the 
examining and induction center, 
please!’ 

“ “Why, hell’s bells, bud! It’s only 
four blocks over there. Why don’t 
you walk?’ 

“T liked that ‘bud’ stuff, too. 

‘I’m not allowed to,’ I answered, 
clipping the crisp words in true mili- 
tary fashion as much as my false teeth 
would permit. “Our group leader, 
August 1, said the authorities would 
not sanction such a waste of man 
power when expensive automobiles 
and buses were literally crying for 
just such uses.’ 

““Are you at a pay phone?’ he 
demanded, ‘and what’s the number?’ 
I told him ‘yes,’ and gave him the 
number. 

“Wait right there!’ he ordered. 

‘T’ll call the induction center and call 
you back.’ 
_ “Fifteen minutes later, he called 
back. I was near exhaustion. The in- 
tense August heat surrounding me in 
that closed telephone booth was ter- 
rific—almost unbearable since the ex- 
periences encountered searching for 
the military police in the area sur- 
rounding the station added greatly 
to it. But, I obeyed his order! “Theirs 
not to reason Why—Theirs but to do 
—etc., etc.’ I want the good conduct 
medal, please, for behavior under 
heat that was hot enough to be called 
fire. 

“ ‘Selectee Shields!’ Sgt. Quamire 
snapped. ‘The examining and induc- 
tion center has granted permission 
for you to walk over! Good luck, Old 
Boy!’ (Continued on page 564) 
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The majority of dentists still prac- 
tice individually, but, says Edward 
H. Winsor, “The agglomeration of 
individual dental practices into group 
practices is a phenomenon of increas- 
ing frequency and importance.” 

The benefits gained from group 
practice are many. Sharing space, 
personnel, laboratory facilities, and 
special equipment, enables each den- 
tist to operate with greater ease, efh- 
ciency, and economy than he could 
possibly achieve in individual prac- 


tice. 
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“What! No Women Dentists?”— 
Doctor William Eggleton is concerned 
with the apparent decrease in the 
number of women interested in train- 
ing for a career in dentistry. He feels 
that the profession—and perhaps the 
dental schools—should offer more en- 
couragement to women. 


“What Happened to Ethics?” asks 
Doctor Daniel A. Markman, as he 
cites examples of questionable action 
on the part of some members of the 
profession. He suggests a plan by 
which national and local societies 
might empower committees to act to 


“protect ourselves, the results of our 
labor, and the public from the lack 
of integrity and professional discre- 
tion of these few practitioners.” 


* 


The second installment of the two- 
part article, “You Are Richer Than 
You Think,” itemizes thirteen mis- 
takes that are commonly made in 
planning estates. The most usual one 
is the reliance on joint-ownership to 
automatically take care of inherit- 
ance. Ernest W. Fair explains this, 
and other misconceptions, as_ he 
quotes the authoritative advice of K. 
Kauffman-Grinstead. 
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“To Influence Patients, Be Posi- 
tive,” advises Doctor Jerome D. Leh- 
man. Many a patient is so susceptible 
to suggestion that the very course of 
his recovery from minor surgery may 
be affected by positive or negative 
suggestions. To some dentists, a posi- 
tive attitude comes naturally; others 
may have to cultivate the ability to 
speak and act with assurance. Con- 
fidence is “catching,” but it must al- 
ways be true confidence, not an over- 
bearing imitation. 


“I did not like that ‘Old Boy’ stuf:. 

“T took a cab. | 

“When I arrived at the center an 
reported I found the gosh darne| 
x-ray machine was broken down con:- 
pletely. I was told to report to Dr. 


| B’s office in the Hume Mansur Bldg. 


to have the picture made. 

“Dr. B’s a radiologist who’s taken 
a picture of my chest each year for 
seven years not because of any path- 
ology present but purely as a precau- 
tionary measure. | pay him a fee for 
this service each year. The picture 
which he took Friday was made at 
our expense, Fellow Taxpayers. It is 
just another small but foolish reason 
why the deductions from our weekly 
pay checks keep increasing. 

“My three telephone calls in Indi- 
anapolis totaled thirty cents. The cab 
bill was one thirty-five—station to 
center—center to Hume Mansur Bldg. 
to station. The grand total figures at 
$1.65. Send me a check for that sum, 
please, by ruturn mail. This will liqui- 
date the obligation which cannot be 
considered anything but just, because 
surely, you wouldn’t want a forty- 
seven-year-old dentist, one of whose 
patients thinks he’s not even in phys- 
ical shape to be a civilian, to spend 
his personal funds to get himself 
drafted, would you, or would you? 

“Think it over. 

“Every good wish and affectionate 
personal regards to all of you. 

“Yours Sincerely, 
“(Signed) Selectee 

“Seth William Shields, 
“age 47, No. 12-34-05-1” 

Seth Shields, whom I have known 
and enjoyed for years, has absorbed 
some of the penetrating philosophy 
and the gentle humor of his native 
Indiana. Ken Hubbard, James Whit- 
comb Riley, Booth Tarkington, all 
were masters of the same skill, but 
behind the sayings of “Abe Martin” 
and the tribulations of “Little Orphan 
Annie,” and “Penrod,” we know that 
real problems and real people exist. 
So it is with Seth’s visit to the Indian- 
apolis induction center. So it will be 
with many other Priority III regis- 
trants when they go for physical ex- 
amination. 


—E. J. R. 
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Accurate Inlays and Crowns 


Dr. Dietrich’s Elastic Inlay Impression 
Material for producing inlays by the indirect 
method is like no other material you have 
ever used. Dr. Dietrich’s is the only material 


Accurately draws bell crowns 
and undercuts. 


2. Choice of dies — copper-plated, stone or amalgam. 


which offers all the following advantages: 


1. Accurate full tooth impressions including bell 
crowns and undercuts. 


3. Impressions can be kept indefinitely. Dies may be made days or weeks 


later. 


4. Less patient discomfort —Less tooth structure need be removed — Im- 
pression takes only a few minutes — No thermal shock. 


Dr. Dietrich’s has been in use for the past ten years by thousands of leading dentists 
in the U. S. and many foreign countries. A trial will convince you of its superiority. Order 


a trial package from your dealer today. 


& 


The Hygienic Dental Mfg. Company, Akron 8, Ohio, U. S. A. 


2nd Lt. 
Joseph C. Rodriguez 


U.S.Army 


Medal of Honor 


Peon ATOP THE HILL, near 
Munye-ri, Korea, the enemy suddenly 
opened up a barrage. The squad was 
trapped. Lieutenant Rodriguez (then 
Pfc., with only seven months service) 
broke loose and dashed up the fire- 
swept slope, throwing grenades. He 
wiped out three foxholes and two gun 
positions. Alone, he accounted for 
15 enemy dead, led the rout of the en- 
emy, and saved the lives of his squad. 


“When you have to take chances to 
reach an objective, that’s O.K.,” says 
Lieutenant Rodriguez. “But when you 
can find a surer way to reach your 
goal, so much the better. 


“T believe a strong, peaceful Amer- 
ica is our objective. And the sure way 
to reach it is through backing our 
strength with your strength by invest- 
ing in U. S. Defense Bonds now!” 


* * * 


Now E Bonds earn more! 1) All Series 
E Bonds bought after May 1, 1952 aver- 
age 3% interest, compounded semi- 
annually! Interest now starts after 6 
months and is higher in the early years. 
2) All maturing E Bonds automatically 
go on earning after maturity —and at the 
new higher interest! Today, start invest- 
ing in better-paying Series E Bonds 
through the Payroll Savings Plan! 


Peace is for the strong! For peace and prosperity 


save with U.S. Defense Bonds! 
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See second cover 


UnriversaAL Co. 
48TH AT Brown St., PHILADELPHIA 39, Pa. 


Please send literature as advertised. 


D.D.12 


Dr. 


Address 


City 


See page 522 D.D.12 


Cook-WaiTtE Lasoratories, 

1450 Broapway, New York 18, N.Y. 
Please send us information on Novocain- 

Pontocaine-Levophed. 


Dr. 


Address 


See page 523 


THE CoLtumsus DENTAL Co. 
Co_umsBus 6, OHIO 


Please send information concerning your 
products. 


Dr. 


Address 


City 


See page 524 

Cuas. Prizer & Co., INc. 

Brook Lyn 6, N.Y. 
Please send information concerning Ter- 

ramycin. 


D.D.12 


Dr. 


Address 


City 


See page 524 D.D.12 


CONTINENTAL CHEMICAL Co. 
GALEsBurRG, ILL. 


Please send can of Nitrodene at price 
advertised. 


Dr. 


Address 


Dealer 


See page 525 D.D.12 


Tue S. S. Wuite DentaAt Merc. Co. 
211 S. 12TH St., PHitapevpuia 5, Pa. 


Please send information concerning S. S. 
White Cements. 


Dr. 


Address 


City 


566 


D.D.12 


The literature* on bloodstream infection is eye-popping. From 
office injections to exodontia, autocolave sterilization ts a necessity when 


you enter the bloodstream. 


Boiling only nabs the easy ones, simple bacteria. ‘The Castle “777” 
Speed-Clave kills al/ microbial life—even spore-bearers and viruses— 
gives your patients complete protection. 

‘777° is fast. Reaches sterilization heat in 7 minutes from a cold 
start (3. minutes if warm!). It’s easy. Set it—that’s all. No valves, no 
watching. Shuts off automatically. Saves current, saves instruments 
(less rust and dulling), saves 40% on dressing costs—you can sterilize 


them dry, ready to use. 


And, costs no more than a cabinet boiler. Call your Castle dealer 
for a painless demonstration, or write Wilmot Castle Co., 1109 Uni- 


versity Ave., Rochester 7, N. Y. 
*We'll be glad to send you reprints 


LIGHTS and STERILIZERS 


See page 526 D.D.12 


THE WitiiaMs Co., Dept. 4 
BuFFALo 14, N.Y. 


Please send folder as advertised. 
Dr. 


Address 
City 


See page 555 D.D.12 


E. R. Squrss & Sons 
745 FirtuH Ave., New York 22, N.Y. 


Please send a supply of Pentids prescrip- 
tions as advertised. 


Dr. 
Address 
City 


See page 556 D.D.12 


TICONIUM 

413 N. Peart St., Atpany, N.Y. 
Please send name of the Ticonium Lab- 

oratory nearest to me. 


Dr. 
Address 


See page 557. 


SCHAFFER LABORATORIES 
3512 OcEANVIEW BLvp., GLENDALE 8, CALIF. 


Please send information concerning 
Phylorinol. 


Dr. 
Address 
City 
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Greater Convenience and Economy for You! 


h i One 


CREAM 


‘Cream now packaged in screw-cap jar instead of metal 
tube— Quicker, easier to spoon out exact amount 


of cream needed to blend with powder — 
no delay, no wasted material! _ 


SAME FORMULATION — 

: SAME SUPERB ACCURACY— 

SAME CONSISTENTLY 

SATISFACTORY RESULTS— 

Ideal for non-pressure or pressure 
technics. Pleasant to patient and user. | 
ot sticky or messy. Retains most 
minute detail. 


~ Handy screw-cap 


jar replaces 
metal tube ~ 


saves time, 
material! 


dental perfection co. 
West Arden Avenue 
Glendale 2, California: 


See page 559 D.D.12 
Rocky Mountain METAL Propuwcts Co. 
P. O. Box 1887, Denver 1, Coto. 


Send FREE Crown Technique Folder DD 
Dr. 
Address 
City 


See page 560 
Strim-U-Dents, INc. 
14035 Wooprow WILson AVE., 
Detroit 6, Micu. 
Send FREE SAMPLES for patient dis- 


tribution. 
Dr. 
Address 
City 


D.D.12 


DECEMBER 1952 


See page 551 


Harry J. Boswortu Co. 
216 W. Jackson Bivp., Cuicaco 6, ILL. 


Will welcome information concerning 


COPALITE., 


Dr. 
Address 
City 


D.D.12 


See page 561 


Younc DENTAL Merc. Co. 
St. Louis 8, Mo. 


Please send sample BS Polisher. 
Dr. 
Address 
City 


D.D.12 


‘byte Bioform Teeth and Trubyte Dentron 


See page 561 


INTERSTATE DENTAL Co., INc. 
220 W. 42np St., New York 36, N.Y. 


Send me introductory combination-Lining 
$2.00, and 6 Applicators $2.00, for $3.50. 


D.D.12 


Dr. : 
Address 
Dealer 


See pages 562-63 D.D.12 


AMERICAN CONSOLIDATED DENTAL Co. 
817-19 N. 197TH St., 30, Pa. 


Please send me literature on P-F. 


Dr. 


Address 


Dealer 


See page 565 D.D.12 


Tue Hycrenic DENTAL Co. 
Akron 8, OHIO 


Please send me information concerning 
your products. 


Dr. 


Address 


See page 566 D.D.12 


Witmot Caste Co. 
1109 University AveE., RocHEster 7, N.Y. 


Please send information concerning your 
Lights & Sterilizers. 


Dr. 


Address 


City 


See page 568 and third cover D.D.12 
Ciaupius Asn, Sons & Co. 


127 Coir St., Irvincton 11, N. J. 


Please send information concerning 
SEVRITON. 

Dr. 

Address 

City 


D.D.12 


See back cover 


THe Dentists’ Suppty Co. 
220 West 42np Sr., New York 36, N. Y. 


Please send me information about Tru- 


Teeth. 


‘ 
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Write now for your copy of the brochure 
INTRODUCING ‘SEVRITON’ which de- 
scribes in detail the properties and potential- 
ities of this revolutionary new product. 
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VANCED PLASTIC FILLING MATERIAL... 


‘SEVRITON’ brings renewed hope to restorative dentistry. It 
marks an advance from which springs confidence and enthusiasm 


in a dental material that measures up to dental needs and accords 
with scientific dental thought. 


These are the characteristics of ‘SEV RITON’! 
Ample W orking Time 


* Impermeability To Oral Fluids 
Rapid Hardening 


* Unsurpassed Esthetic Results 


Homogeneity * Complete Color Stability 


Hardness *% Tissue Tolerance 


* Positive Controlled Technique 


‘SEVRITON’ has already aroused great enthusiasm in Great Bri- 
tain and on the Continent of Europe — now it is presented to the 
Profession in the U.S.A. in full confidence of their endorsement. 


...utha background of three years 
successful clintcal tests / 


Made in England The name ‘SEVRITON’ is a registered trademark. 


AN ‘AMALGAMATED DENTAL’ PRODUCT 


Originated in the Laboratories of de Trey Fréres, S.A., Zurich, Switzerland 


Distributors to the Dental Trade in the U.S.A. 


ClaudiuHt, ULL, Guo, 


127-131 COIT STREET, IRVINGTON 11, N. J. 
ONE OF THE AMALGAMATED DENTAL GROUP OF COMPANIES 
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DENTURE SERVICE UNIT 


Provides the 
important elements needed 
to increase your success 
in full and partial 
denture. work. 


The Trubyte Bioform 


The Trubyte 


The Trubyte 
Tooth Indicator 


THE TRUBYTE TOOTH INDICATOR —the accurate guide to tooth selection. 
THE TRUBYTE BIOFORM MOULD GUIDE — enables you to verify your mould selection. 
THE TRUFLEX SELECTOR — the flexible selection rim. 

THE TRUBYTE BIOFORM SHADE GUIDE = to assist your preliminary shade selection. 
THE TRUBYTE BIOFORM SHADE SELECTOR — verifies your shade selection in the mouth. 
THE TRUBYTE BIOFORM SET-UP BOOKLET — representative set-ups of all upper moulds. 


THE DENTISTS’ SUPPLY COMPANY OF NEW YORK 
220 WEST 42nd STREET, NEW YORK 36, N.Y. 
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